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2006 National Healthcare Disparities Report—At A Glance

For most core quality measures, Blacks (73%), Hispanics (77%), and poor
people (71%) received worse quality care than their reference groups.  For most
measures for poor people (67%), disparities were i n c re a s i n g; for most measures
for minorities, significant changes in disparities were not observe d .

Increasing disparities were especially prevalent in chronic disease management.
Compared to their reference gr o u p s —

• Blacks had 90% more lower extremity amputations for diabetes.

• Asians were restrained in nursing homes 46% more often.

• American Indians and Alaska Natives were hospitalized from home health
care 15% more often.

• Hispanics had 63% more pediatric asthma hospitalizations. 

• Poor people were 37% less like ly to receive recommended diabetes care.  

A l l of these disparities were i n c re a s i n g over time.  Howeve r, better and
i m p r oving quality was also observed for at least 1 measure for eve ry population.  

For most core access measures, Hispanics (83%) and poor people (100%) had
worse access to care than their reference groups. Disparities were i n c re a s i n g f o r
most measures for Hispanics (80%) and poor people (100%).  

Better access was only observed for Asians compared with Whites, although
i m p r oving access was observed for at least 1 measure for eve ry population.  

iv
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Key Themes and Highlights From the National Healthcare

Disparities Report

The A g e n cy for Healthcare Research and Quality (AHRQ) is pleased to release the 2006 National Healthcare
Disparities Report (NHDR) on behalf of the U.S. Department of Health and Human Services (HHS) and in
collaboration with an HHS-wide Interagency Work Group.  Like previous reports, the 2006 NHDR also
r e c e ived significant guidance from AHRQ leadership and A H R Q ’s National A d v i s o ry Committee.  This fourt h
annual report to Congress provides a comprehensive national ove rv i ew of disparities in health care among
racial, ethnic, and socioeconomici groups in the general U.S. population and within priority populations and
tracks the progress of activities to reduce disparities.  

The NHDR tracks disparities related to quality of health care and access to health care.  Measures of health
care quality address the extent to which providers and hospitals deliver evidence-based care for specifi c
s e rvices as well as the outcomes of the care provided.  T h ey are organized around four dimensions of
q u a l i t y — e ff e c t iveness, patient safety, timeliness, and patient centeredness—and cover four stages of care—
s t aying healthy, getting better, living with illness or disability, and coping with the end of life.  Measures of
health care access include assessments of how easily patients are able to get needed health care and their
actual use of services.  T h ey are organized around two dimensions of access—fa c i l i t a t o r si i and barriers to care
and health care utilization.  

The NHDR is complemented by its companion report, the National Healthcare Quality Report (NHQR),
which uses the same quality measures as the NHDR to provide a comprehensive ove rv i ew of the quality of
health care in America.  Both reports measure health care quality and track changes over time but with
d i fferent orientations.  The NHQR addresses the current state of health care quality and the opportunities for
i m p r ovement for all Americans as a wh o l e . This perspective is useful for identifying where we are doing we l l
as a Nation and where more work is needed. The NHDR addresses the distribution of improvements in health
care quality and access across the different populations that make up America. This perspective is useful for
ensuring that all Americans benefit from improvements in care. Pe r s p e c t ives from both reports are needed
for a complete understanding of quality of health care, and both reports support HHS Secretary Mike Leav i t t ’s
5 0 0 - D ay Plan to fulfill the President’s vision of a healthier America, specifi c a l ly in the areas of better
t r a n s p a r e n cy of health care quality information and eliminating inequities in health care.

This ye a r ’s NHDR and NHQR continue the tracking of trends across a broad arr ay of measures of health care
quality and access for many racial and ethnic minority groups and socioeconomic groups.  In addition, the
2006 reports incorporate improved measures and methods for summarizing quality and disparities in health 

i Socioeconomic differences include differences in education and income levels.  

i i Facilitators to health care are factors that increase the likelihood that people will get the health care they need, such as
h aving health insurance and a usual primary care prov i d e r.

H i g h l i g h t s
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care, including new composite measuresi i i and expanded analyses of trends in disparities.  This section offers a
concise ove rv i ew of findings from the 2006 NHDR.  More detailed findings are presented in the chapters that
f o l l ow.  

In the 2006 NHDR, four key themes are highlighted for policy m a kers, researchers, clinicians, administrators,
and community leaders who seek information to improve health care services for all A m e r i c a n s :

• Disparities remain preva l e n t .

• Some disparities are diminishing while others are increasing.

• O p p o rtunities for reducing disparities remain.

• I n f o rmation about disparities is improving, but gaps still ex i s t .

Disparities Remain Prevalent 

Consistent with ex t e n s ive research and findings in previous NHDRs, the 2006 report finds that disparitiesiv

related to race, ethnicity, and socioeconomic status still pervade the American health care system. A l t h o u g h
va rying in magnitude by condition and population, disparities are observed in almost all aspects of health care,
i n c l u d i n g :

• Across all dimensions of quality of health care including:  eff e c t iveness, patient safety, timeliness, and
patient centeredness.

• Across all dimensions of access to care including:  facilitators and barriers to care and health care
u t i l i z a t i o n .

• Across many levels and types of care including:  preve n t ive care,v treatment of acute conditions,v i a n d
management of chronic disease.v i i

• Across many clinical conditions including:  cancer, diabetes, end stage renal disease (ESRD), heart
disease, HIV disease, mental health and substance abuse, and respiratory diseases.

• Across many care settings including:  primary care, home health care, hospice care, emerg e n cy
d e p a rtments, hospitals, and nursing homes.

• Within many subpopulations including:  women, children, elderly, residents of rural areas, and indiv i d u a l s
with disabilities and other special health care needs.

i i i Composite measures provide readers with a summarized picture of some aspect of health care by combining inform a t i o n
from multiple component measures.  For example, the NHDR composite measure for “complications following surg e ry ”
includes measures for persons who develop pneumonia, bladder infection, and blood clots in the legs following surg e ry.

iv Consistent with Healthy People 2010, the NHDR defines disparities as any differences among populations.  In addition, all
disparities discussed in the NHDR meet criteria based on statistical significance and size of difference described in Chapter
1, Introduction and Methods.  

v P r eve n t ive care includes counseling about healthy lifestyle behaviors and medical screenings to diagnose diseases at as
e a r ly a stage as possible.  For example, the NHDR includes measures for various screenings, counseling, maternal and child
health care, and va c c i n a t i o n s .

v i Acute care is short - t e rm medical care.  For example, the NHDR includes measures for heart disease, pneumonia, and
patient safety.

v i i Chronic care is long-term medical care.  For example, the NHDR includes measures for nursing home, home health, and
hospice care and chronic diseases such as diabetes, asthma, ESRD, and cancer.

H i g h l i g h t s
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To quantify the prevalence of disparities across the core measures tracked in the 2006 report, racial and ethnic
minority groups and socioeconomic groups are compared with an appropriate reference gr o u pv i i i for each core
m e a s u r e .i x Each group could receive care that is poorer than, about the same as, or better than the reference
group.  To facilitate comparisons across racial and ethnic groups, contrasts this year focus on 22 core measures
of quality and 6 core measures of access which support reliable estimates for Whites, Blacks,x A s i a n s ,x i
American Indians and Alaska Natives (AI/ANs), and Hispanics.  Comparisons by income group focus on 17
core measures of quality and 6 core measures of access which support reliable estimates by income.x i i

Figure H.1. Core quality measures for which members of selected group experienced better, same, or

poorer quality of care compared with reference group

B e t t e r = Population received better quality of care than the re f e re n c e

g ro u p .

S a m e = Population and re f e rence group received about the same quality of

c a re .

Wo r s e = Population received poorer quality of care than re f e rence gro u p .

K e y : AI/AN=American Indian or Alaska Native.

N o t e : “Asian” includes “Asian or Pacific Islander” (API) when information is

not collected separately for each group. Data presented are the most

recent data available. Totals may not add to 100% due to ro u n d i n g .

For sizable proportions of measures, racial and ethnic minorities and the poor receive lower quality care. 

• Blacks received poorer quality care than Whites for 73% (16/22) of core measures (Figure H.1).  Blacks
r e c e ived better quality care than Whites for 9% (2/22) of core measures. x i i i

v i i i For all measures, Blacks, Asians, and American Indians and Alaska Natives are compared with Whites; Hispanics are
compared with non-Hispanic Whites; and poor individuals are compared with high income individuals.  

ix For a list of all core measures and the core measures included in these summary analyses, see Chapter 1, Introduction and
Methods.  

x The NHDR offi c i a l ly uses the term “Blacks or African Americans” in accordance with the U.S. Office of Management and
Budget (OMB).  Howeve r, the text of the NHDR often refers simply to “Blacks.”

x i “Asian” includes  “Asian or Pa c i fic Islander” (API) when information is not collected separately for each gr o u p .

x i i Readers will note that findings in the 2006 Highlights suggest a snapshot of disparities similar to that shown in 2005.
H oweve r, there are some differences, which are in part due to improved methods developed and approved by the HHS-wide
I n t e r a g e n cy Work Group that advises the NHDR.  Specifi c a l ly, in the 2005 NHDR, comparisons for each racial, ethnic, and
income group included all measures with data ava i l a ble for that racial, ethnic, and income group.  For example, although data
were ava i l a ble for 46 quality measures for Blacks, data were only ava i l a ble for 21 quality measures for AI/ANs.  In the 2006
NHDR, a uniform set of quality measures and access measures is analyzed for all racial, ethnic, and income groups.  T h i s
change should be considered when comparing findings from the 2006 NHDR Highlights versus the 2005 NHDR Highlights.

x i i i Blacks had signifi c a n t ly lower rates of physical restraints among nursing home residents and suicide deaths than W h i t e s .

H i g h l i g h t s
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• Asians received poorer quality care than Whites for 32% (7/22) of core measures and better quality care
for 36% (8/22) of core measures.x iv

• American Indians and Alaska Natives received poorer quality care than Whites for about 41% (9/22) of
core measures and better quality care for 14% (3/22) of core measures.x v

• Hispanics received poorer quality of care than non-Hispanic Whites for 77% of core measures (17/22)
and better quality care for 18% (4/22) of core measures.x v i

• Poor peoplex v i i r e c e ived lower quality of care than high income people for 71% (12/17) of core measures
and better quality care for 6% (1/17) of core measures.x v i i i

Figure H.2. Core access measures for which members of selected group experienced better, same, or

worse access to care compared with reference group

B e t t e r = Population had better access to care than the re f e rence gro u p .

Same = Population and re f e rence group had about the same access to

c a re .

Wo r s e = Population had worse access to care than re f e rence gro u p .

K e y : AI/AN=American Indian or Alaska Native.

N o t e: “Asian” includes “Asian or Pacific Islander” when information is not

collected separately for each group. Data presented are the most re c e n t

data available. Totals may not add to 100% due to ro u n d i n g .

For many measures, racial and ethnic minorities and the poor have worse access to care:  

• Blacks and Asians had worse access to care than Whites for a third (2/6) of core measures (Figure H.2).  

• AI/ANs had worse access to care than Whites for 17% (1/6) of core measures.

• Hispanics had worse access than non-Hispanic Whites for 83% (5/6) of core measures.

• Poor people had worse access to care than high income people for all 6 core measures.

x iv Asians had lower rates of late stage colorectal cancers, colorectal cancer deaths, new AIDS cases, suicide deaths, pressure
sores among high-risk nursing home residents, and hospitalizations among home health care patients and higher rates of
adequate hemodialysis and being on a transplant waiting list among dialysis patients.

x v AI/ANs had lower rates of late stage colorectal cancers, colorectal cancer deaths, and suicide deaths.

x v i Hispanics had lower rates of late stage colorectal cancers, colorectal cancer deaths, and suicide deaths and higher rates of
adequate hemodialy s i s .

x v i i “ Poor” is defined as having fa m i ly incomes less than 100% of the Federal pove rty level and “high income” is defined as
h aving fa m i ly incomes 400% or more of the Federal pove rty leve l .

x v i i i Poor people had higher rates of needed treatment for illicit drug use.

H i g h l i g h t s
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Some Disparities Are Diminishing While Others Are Incre a s i n g

The Department of Health and Human Services leads many initiatives aimed at reducing health care disparities
and improving health care quality.  Many private organizations also work to improve care and reduce
disparities.  To quantify the success of such eff o rts to reduce disparities, the 2005 NHDR began tracking
changes in core measures over time.  This ye a r, methods for tracking trends in disparities have been improve d .
For each core measure, racial and ethnic minority groups and socioeconomic groups are compared with a
designated reference group at different points in time:x i x

• Core measures for which the relative differences are changing less than 1% per year are identified as
s t aying the same. 

• Core measures for which the relative differences are becoming smaller at a rate of more than 1% per ye a r
are identified as improving disparities.  

• Core measures for which the relative differences are becoming larger at a rate of more than 1% per ye a r
are identified as worsening disparities.  

To facilitate comparisons across racial and ethnic groups, contrasts in the 2006 NHDR focus on 20 core
measures of quality and 5 core measures of access which support reliable estimates for Whites, Blacks, A s i a n s ,
American Indians and Alaska Natives, non-Hispanic Whites, and Hispanics at more than one time point.
Comparisons by income group use these same 5 core measures of access.  Howeve r, the income contrast uses
12 core measures of quality because less information is ava i l a ble by income group for quality measures and
o n ly 12 of the 20 core measures of quality support estimates by income group at more than one time point.x x

x i x Consistent with Healthy People 2010, disparities are measured in relative terms as the percent difference between each
group and a reference group; changes in disparity are measured by subtracting the percentage differences between the
baseline and the most recent ye a r.  The change in each disparity is then divided by the number of years between the baseline
and most recent estimate to calculate change in disparity per ye a r. Note that statistical significance is not required to label a
disparity as improving or worsening; ve ry few changes in disparities over time are statistically significant at the 0.05 leve l .

x x As noted earlier, findings for disparities trends in the Highlights of this report suggest the same general trends identified in
the 2005 NHDR Highlights.  Some differences are noted, which are in part due to improved methods.  Methods changes in
this report include the following: (1) measures with only a small amount of change may be identified as the “same,” wh e r e a s
last year all measures were identified as “improving” or “worsening” regardless of the magnitude of change; and (2) a
u n i f o rm set of quality measures and access measures is analyzed for all racial, ethnic, and income groups, whereas last ye a r
comparisons included all measures with data ava i l a ble for each racial, ethnic, and income group.  These changes should be
considered when comparing findings from the 2006 Highlights versus the 2005 Highlights.  

H i g h l i g h t s
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Figure H.3. Change in disparities in core quality measures over time for members of selected groups 

compared with reference group

I m p ro v i n g = Population-re f e rence group diff e rence becoming smaller at

rate greater than 1% per year.

S a m e = Population-re f e rence group diff e rence not changing.

Wo r s e n i n g = Population-re f e rence group diff e rence becoming larger at rate

g reater than 1% per year.

N o t e : “Asian” includes “Asian or Pacific Islander” when information is not

collected separately for each group. The most recent and oldest years of

data available are compare d .

For racial and ethnic minorities, some disparities in quality of care are improving and some are wo r s e n i n g .
For the poor, most disparities are worsening. 

• Of disparities in quality experienced by Blacks, Asians, AI/ANs, and Hispanics, about a quarter we r e
i m p r oving and about a third were worsening (Figure H.3). 

• Two-thirds of disparities in quality experienced by poor people (8/12) were wo r s e n i n g .

To illustrate these changing disparities in the quality of health care, examples include:

• From 2000 to 2003, the proportion of adults who received care for illness or injury as soon as wa n t e d
decreased for Whites (from 16.2% to 13.4%) but increased for Blacks (from 17.5% to 18.4%).  T h i s
c o rresponds to an increase of 9.8% per year in this disparity.  Howeve r, from 2000 to 2004, the rate of
n ew AIDS cases remained about the same for Whites (from 7.2 to 7.1 per 100,000 population age 13 and
over) but decreased for Blacks (from 75.4 to72.1 per 100,000 population), corresponding to a decrease of
7.9% per year in this disparity.

• From 1999 to 2004, the proportion of adults age 65 and over who did not receive a pneumonia va c c i n e
decreased for Whites (from 48% to 41%) but increased for Asians (from 59% to 65%).  Howeve r, from
1998 to 2004, the proportion of children ages 19-35 months who did not receive all recommended
vaccines decreased somewhat for Whites (from 26% to 17%) but even more for Asians (from 31% to
17%).  

• From 2000 to 2003, the proportion of adults that had not received a recommended screening for
colorectal cancer decreased for Whites (from 49% to 47%) but increased for AI/ANs (from 51% to 58%).
H oweve r, from 2002 to 2003, the proportion of adults that reported communication problems with
p r oviders decreased somewhat for Whites (from 10.4% to 9.4%) but even more for AI/ANs (from 18.4%
to 8.3%). 

H i g h l i g h t s
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• From 2001 to 2003, the rate of pediatric asthma hospitalizations remained the same for non-Hispanic
Whites (139 hospitalizations per 100,000 population) but increased for Hispanics (from 188 to 226 per
100,000 population).  Howeve r, from 2001 to 2003, the proportion of children without a vision check
decreased somewhat for non-Hispanic Whites (from 40% to 38%) but even more for Hispanics (from
48% to 42%).  

• From 2000 to 2003, the proportion of adults age 40 and over that did not receive three recommended
s e rvices for diabetes decreased substantially for high income persons (from 54% to 41%) but less for poor
persons (from 68% to 63%).  Howeve r, from 2001 to 2003, the proportion of children whose parents or
guardians reported communication problems with providers remained about the same for high income
persons (from 3.6% to 3.3%) but decreased for poor persons (from 12.5% to 9.5%).  

Figure H.4. Change in disparities in core access measures over time for members of selected groups 

compared with reference group

I m p roving = Population-re f e rence group diff e rence becoming smaller at

rate greater than 1% per year.

Same = Population-re f e rence group diff e rence not changing.

Wo r s e n i n g = Population-re f e rence group diff e rence becoming larger at rate

g reater than 1% per year.

K e y : AI/AN=American Indian or Alaska Native.

N o t e : “Asian” includes “Asian or Pacific Islander” when information is not

collected separately for each group. The most recent and oldest years of

data available are compare d .

For racial minorities, most disparities in access to care that could be tracked are improving; for Hispanics and
the poor, most disparities are worsening.  Of core measures of access that could be tracked over time:

• Most disparities experienced by Blacks (3/5), Asians (3/5), and AI/ANs (4/5) were improving (Fi g u r e
H.4).  

• Most disparities experienced by Hispanics (4/5) and by poor people (3/5) were wo r s e n i n g .

H i g h l i g h t s
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Opportunities for Reducing Disparities Remain

Although some disparities are diminishing, many opportunities for improvement can still be found.  For all
groups, measures could be identified for which the group not only received worse care than the reference
group but for which this difference was getting worse rather than better.

Table H.1. Disparities in quality of health care that are getting worse for selected groups by domain

G ro u p P re v e n t i v e Acute Illness C h ronic Disease T i m e l i n e s s Patient 

S e r v i c e s Tre a t m e n t M a n a g e m e n t C e n t e re d n e s s

Black vs. •Late stage • H o s p i t a l •Patients with • I l l n e s s / i n j u r y •Adults with

W h i t e c o l o rectal cancer t reatment of diabetes with c a re as soon p ro v i d e r

• C h i l d ren with p n e u m o n i a a m p u t a t i o n s as wanted c o m m u n i c a t i o n

all vaccines •Patients with p ro b l e m s

•Elderly with adequate 

pneumococcal h e m o d i a l y s i s

v a c c i n e • C h i l d ren 

hospitalized 

for asthma

Asian vs. • C o l o re c t a l • H o s p i t a l •Nursing home • I l l n e s s / i n j u r y •Adults with

W h i t e cancer scre e n i n g t reatment of residents in c a re as soon p ro v i d e r

• C h i l d ren with heart attack re s t r a i n t s as wanted c o m m u n i c a t i o n

dietary advice • H o s p i t a l p roblems 

•Elderly with t reatment of • C h i l d ren with

p n e u m o c o c c a l p n e u m o n i a p a re n t - p ro v i d e r

v a c c i n e c o m m u n i c a t i o n

p ro b l e m s

American • H o s p i t a l •Patients who

I n d i a n / A l a s k a t reatment of complete TB

Native vs. heart attack t re a t m e n t

W h i t e •Nursing home

residents in

re s t r a i n t s

•Home health

c a re patients

h o s p i t a l i z e d

Hispanic vs. •Elderly with • C h i l d re n • C h i l d ren • I l l n e s s / i n j u r y •Adults with

non-Hispanic p n e u m o c o c c a l hospitalized for h o s p i t a l i z e d c a re as soon p ro v i d e r

W h i t e v a c c i n e g a s t ro e n t e r i t i s for asthma as wanted c o m m u n i c a t i o n

•Hospital tre a t m e n t •Patients who p ro b l e m s

of pneumonia c o m p l e t e

TB tre a t m e n t

Poor vs. • C o l o rectal cancer • R e c o m m e n d e d • l l n e s s / i n j u r y •Adults with

high income s c re e n i n g services for c a re as soon p ro v i d e r

•Smokers with d i a b e t e s as wanted c o m m u n i c a t i o n

advice to quit p ro b l e m s

• C h i l d ren with

all vaccines

•Elderly with 

pneumococcal 
v a c c i n e

N o t e : “Asian” includes “Asian or Pacific Islander” when information is not collected separately for each group.  The most recent and oldest

years of data available are compared. A blank cell indicates that no disparity in quality of care was getting worse for the group.  This may
reflect lack of data or small sample sizes for some populations.
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• All groups had several measures for which they received worse care and for which the difference wa s
getting worse (Ta ble H.1).  For Blacks, Asians, and Hispanics, these disparities invo l ved all domains of
quality that could be tracked: preve n t ive services, treatment of acute illness, management of chronic
disease and disability, timeliness, and patient centeredness.  For AI/ANs, these disparities appeared
concentrated in the treatment of acute illness and the management of chronic disease and disability.x x i

• Some disparities in quality of care were prominent for multiple groups; these disparities include:

Colorectal cancer screening Children hospitalized for asthma

Va c c i n a t i o n s Treatment of tuberculosis (TB)

Hospital treatment of heart attack Nursing home care

Hospital treatment of pneumonia P r o blems with timeliness

S e rvices for diabetes P r o blems with patient-provider communication

Table H.2. Disparities in access to health care that are getting worse for selected groups

G ro u p Access to Health Care

Black vs. White Usual primary care pro v i d e r

Unable or delayed in receiving care due to financial or insurance pro b l e m s

Asian vs. White

American Indian/

Alaska Native vs. White

Hispanic vs. non-Hispanic White Health insurance

S o u rce of ongoing care

Usual primary care pro v i d e r

Poor vs. high income S o u rce of ongoing care

Usual primary care pro v i d e r

Unable or delayed in receiving care

Note: “Asian” includes “Asian or Pacific Islander”  (API) when information is not collected separately for each group.  The most recent and

oldest years of data available are compared.  A blank cell indicates that no disparity in access to care was getting worse for the group.  This

may reflect lack of data or small sample sizes for some populations.

The 2006 NHDR also finds that Hispanics and the poor faced many disparities in access to care that we r e
getting worse (Ta ble H.2):  

• For Hispanics, not having health insurance and a usual source of care were getting worse.  

• For the poor, not having a usual source of care and experiencing delays in care were getting worse.  

x x i In interpreting these findings it is important to note that there are significant gaps in data availability for AI/ANs.  

H i g h l i g h t s
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Information About Disparities Is Improving, But Gaps Still Exist 

New Data Sources and Measure s

The 2006 NHDR provides more information about disparities than previous reports. Improvements include the
addition of new data sources and new measures that have allowed analyses of new disparities:

• O b e s i t y. New measures of counseling of ove r weight and obese persons from the National Health and
Nutrition Examination Survey and the Medical Expenditure Panel Survey have been added to this ye a r ’s
r e p o rt.  One of these measures—obese adults who were given advice about exercise—is a new core measure.

O n ly 68% of obese adults age 20 and over reported being told by their provider that they we r e
ove r weight. Obese Blacks and Mexican A m e r i c a n sx x i i were less like ly to be informed than obese
non-Hispanic Whites; obese persons with less than a high school education were less like ly to be
i n f o rmed than obese persons with any college education.

O n ly 37% of ove r weight children and teens ages 2-19 reported being told by their provider that
t h ey were ove r weight. Disparities were not observe d .

O n ly 58% of obese adults reported being given counseling about exercise. Among obese adults,
counseling was reported less often by Hispanics compared with non-Hispanic Whites; by poor,
near poor, and middle income persons compared with high income persons; and by persons with a
high school education or less compared with persons with any college education.

• Asthma manage m e n t. Supplemental measures from the 2003 National Asthma Survey, coordinated by
the National Heart, Lung and Blood Institute at the National Institutes of Health, have been included in
the 2006 NHDR. 

The National Asthma Education and Prevention Program develops and disseminates science-
based guidelines for the diagnosis and management of asthma.  It recognizes assessment and
monitoring, controlling factors contributing to symptom exacerbation, pharm a c o t h e r a py, and
education for partnership in care as four essential components of asthma management. Howeve r,
c o n s i d e r a ble variation was observed.  Among persons with current asthma, only 70% were taught
to recognize early signs of an attack, 49% were told how to change their environment, 40% we r e
g iven a controller medication, and 27% were given an asthma management plan.

Compared to persons with any college education, persons with less education were less like ly to
r e p o rt receiving information about assessing their asthma and controlling environmental triggers.

Blacks were less like ly than Whites to receive controller medications.

• Hospice care. N ew supplemental measures of hospice care from the National Hospice and Pa l l i a t ive
Care Orga n i z a t i o n ’s Fa m i ly Evaluation of Hospice Care survey are included in this ye a r ’s report .x x i i i

O n ly 6% of families reported that hospice providers did not provide the right amount of
medication for pain.  Howeve r, rates were higher among Blacks and APIs compared with W h i t e s
and among Hispanics compared with non-Hispanic W h i t e s .

x x i i This data source collects data for Mexican Americans rather than Hispanics. 
x x i i i This survey provides unique insight into end-of-life care and captures information about a large proportion of hospice 
patients but is limited by non-random data collection and a response rate of about 40%. In addition, race and ethnicity were 
not reported by large numbers of respondents. 
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O n ly 5% of families reported that hospice providers gave care inconsistent with stated end-of-life
wishes.  Howeve r, rates were higher among Blacks, APIs, and AI/ANs compared with W h i t e s ;
among Hispanics compared with non-Hispanic Whites; and among persons with a high school
education or less compared with persons with any college education.

• Patient safety. The patient safety section has been redesigned this year to accommodate the availability of
a new measure from the Centers for Medicare & Medicaid Services (CMS) Medicare Patient Safety
Monitoring System and another adopted by the Hospital Quality Alliance (HQA) from the CMS Quality
I m p r ovement Organization progr a m .

Po s t o p e r a t ive complicationsx x iv occur at a rate of 6 per 100 Medicare patients having surg e ry.
Rates were higher among Blacks compared with W h i t e s .

Timing of prophylactic antibiotics for surg e ry is appropriate 58% of the time.  Blacks, A I / A N s ,
and Hispanics were less like ly than non-Hispanic Whites to receive prophylactic antibiotics at the
c o rrect times.

Although rates of inpatient death following complications of care are falling, they remained higher
among APIs compared with non-Hispanic W h i t e s .

About 10% of inpatients receiving anticoagulant or hy p og lycemic medications ex p e r i e n c e d
complications. Blacks were more like ly than Whites to experience complications from
hy p og lycemic medications.

• Patient centeredness in hospital care. Supplemental measures from the CAHPS® Hospital Survey have
also been included for the first time this ye a r.

O n ly 6% of hospitalized patients reported communication problems with doctors and 7% report e d
communication problems with nurses.

H oweve r, 26% of hospitalized patients reported problems with communications about medications
and 21% reported problems with discharge inform a t i o n .

• Wo rk fo rce dive rs i t y. N ew supplemental measures of the health care provider population by race and
ethnicity from the U.S. Census and Community Tracking Study have been added.

Whites and Asians are ove rrepresented in the U.S. physician population. Whites comprise 69% of
the U.S. population and 74% of the physician population; Asians comprise 3.6% of the U. S .
population and 15% of the physician population.x x v

Hispanics, Blacks, Native Hawaiians and Other Pa c i fic Islanders (NHOPIs), and AI/ANs are
u n d e rrepresented in the U.S. physician population, composing 12.6%, 12.1%, 0.1% and 0.7% of
the U.S. population and 5%, 4.5%, 0.03%, and 0.2% of the physician population, respective ly.  

• Hispanic subpopulations. A n a lyses by Hispanic subpopulation have been added to the NHDR to beg i n
to shed additional light on disparities among the highly heterogeneous U.S. Hispanic population.  

Among Hispanic subpopulations, Mexicans reported the lowest rates of advice to quit smoking
(42.4%) and the highest rates of delayed care for illness or injury (24,1%) and uninsurance
(31.1%) of all Hispanic subpopulations. Central or South Americans reported the highest rates of
p a t i e n t - p r ovider communication problems (18%). 

x x iv Complications following surg e ry include pneumonia, bladder infection, and blood clots in the leg s .
x x v Note that physician estimates include both physicians born in the United States as well as physicians who immigrated 
into the United States.
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• L a n g u a ge assistance. A new supplemental measure of adults with limited English profi c i e n cy with and
without a usual source of care that offers language assistance from the Medical Expenditure Panel Survey
has been added to this ye a r ’s report. 

N e a r ly half—47%—of individuals with limited English profi c i e n cy reported that they do not have
a usual source of care. An additional 47% of individuals reported having a usual source of care
that offers language assistance. 

O n ly 6% of individuals with limited English profi c i e n cy reported having a usual source of care
that does not offer language assistance.

• U n i n s u ra n c e.A n a lyses of health care by health insurance status and income categ o ry are also included
in the 2006 NHDR (see the section focusing on uninsurance in Chapter 4, Priority Populations). 

For the total population and for eve ry income group, the proportions of adults who report e d
r e c e iving recommended colorectal cancer screening or a dental visit were lower for uninsured
(21.8% and 18.7%, respective ly) compared with priva t e ly insured persons (49.2% and 51.8%,
r e s p e c t ive ly).  

Being uninsured has a large nega t ive impact on almost all aspects of health care quality and
access.  In fact, among adults, the nega t ive effects of being uninsured are typically larger than the
e ffects of race, ethnicity, income, and education.  Multivariate analyses suggest that uninsurance is
an important mediator of racial, ethnic, and socioeconomic disparities, although race, ethnicity,
and socioeconomic position often have independent effects as we l l .

H i g h l i g h t s
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U n resolved Information Needs

The expanded capability of Federal data sources has allowed more reliable estimates to be made for more
populations.  Howeve r, considerable gaps remain.  Information gaps can relate to insufficient data to produce
r e l i a ble estimates or, when estimates are possible, to inadequate power to detect large diff e r e n c e s .x x v i

Figure H.5. Core quality measures with estimation or statistical power problems for members of selected

racial and ethnic groups 

No estimate = Data cannot provide an estimate for group that meets re p o r t

criteria for re l i a b i l i t y.

Poor power = Data can provide reliable estimate for group but statistical

power is insufficient to detect a 20% diff e rence relative to re f e rence gro u p .

K e y : NHOPI=Native Hawaiian or Other Pacific Islander; AI/AN=American

Indian or Alaska Native.

N o t e : Data presented are the most recent data available. 

For example, of the core measures of quality, statistically reliable estimates were not possible for:

• Most measures for Native Hawaiians or Other Pa c i fic Islanders and persons of more than one race 
( Figure H.5).

• About half of quality measures for American Indians or Alaska Native s .

• About a third of quality measures for A s i a n s .

• About two-thirds of quality measures for the poor.

Power issues were also a problem, part i c u l a r ly for American Indians or Alaska Natives, in core measures of
access.  Data collection that focuses on specific groups may be needed to yield reliable information about
these populations.

x x v i “Statistical power” refers to the ability of a test to detect an effect of a given size and is strongly influenced by the
sample size of the measurement take n .
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Figure H.6. Core access measures with estimation or statistical power problems for members of selected

racial groups 

No estimate = Data cannot provide an estimate for group that meets

report criteria for re l i a b i l i t y.

Poor power = Data can provide reliable estimate for group but statistical

power is insufficient to detect a 20% diff e rence relative to re f e rence gro u p .

K e y : NHOPI=Native Hawaiian or Other Pacific Islander; AI/AN=American

Indian or Alaska Native.

N o t e : Data presented are the most recent data available. 

Of the core measures of access, statistically reliable estimates were not possible for:

• Most measures for Native Hawaiians or Other Pa c i fic Islanders (Figure H.6).

• A quarter of measures for American Indians or Alaska Native s .

Power was insufficient to detect a 20% difference relative to Whites for:

• O ver a third of access measures for Native Hawaiians or Other Pa c i fic Islanders and American Indians or
Alaska Native s .

• A quarter of access measures for persons of more than one race. 

Estimation and power were not problems for Hispanics and the poor, so data are not presented for these
gr o u p s .
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Moving Forward: National Standards, Neighborhood Solutions

The NHDR continues to be the broadest annual examination of disparities in health care ever undert a ken in the
United States. As support for reducing disparities continues to gr ow, the ability to monitor and track
i m p r ovements in disparities is becoming critical. In this 2006 report, the information infrastructure built in
p r evious reports to track the Nation’s progress toward the elimination of disparities in health care continues to
m a t u r e . Multiple years of data are ava i l a ble to assess the direction of change across a large number of
measures of health care quality and access.

As mandated by Congress, the NHDR concentrates on the national view of health care disparities. It is
d e s c r i p t ive and not prescriptive about how to eliminate disparities. It defines national standards for the
measurement of disparities in health care quality and access and provides national baselines needed for
tracking progress toward eliminating these disparities.

H oweve r, neighborhood solutions are the key for achieving the elimination of health care disparities.
Although some barriers to care, such as lack of insurance, affect numerous communities, many causes of
disparities and priorities for addressing them va ry across the country. Successfully addressing these disparities
will require focused community-based projects that are supported by detailed local data. The methods and
measures used in the reports are made ava i l a ble online in hopes that communities and providers will apply
them to their own data. Communities that make this investment may use NHDR findings as annual national
benchmarks against which to compare their progr e s s .

To further support community-based approaches to reduce health disparities that affect racial, ethnic, and
u n d e r s e rved populations, AHRQ has developed a variety of information products derived in part from data
gathered for the annual production of the NHQR and NHDR. These products seek to translate disparities
i n f o rmation for use by State and local health policy m a kers and include:

• State Snapshots. This interactive Web-based tool, produced by AHRQ annually using data from the
N H R Q and NHDR, is designed to help State officials and their public- and private-sector part n e r s
understand health care quality and disparities in their State, including strengths, weaknesses, and
o p p o rtunities for improvements.  The State Snapshots provide State-specific information on health care
quality measures for each State using user- f r i e n d ly graphs and customized tabl e s .x x v i i

• D i abetes Care Quality Improve m e n t : A Resource Guide for State A c t i o n. Designed in part n e r s h i p
with the Council of State Gove rnments for State elected leaders, exe c u t ive branch officials, and other
n o n g ove rnmental State and local health care leaders, this R e s o u rce Guide p r ovides backgr o u n d
i n f o rmation on why States should consider diabetes as a priority for State action, presents analysis of
State and national data and measures of diabetes quality and disparities, and gives guidance for
d eveloping a State quality improvement plan. A companion interactive Wo rk b o o k presents rev i ew
exercises for State leaders on the key skills and lessons from the R e s o u rce Guide to use in making the
case for diabetes care quality improvement, learning from improvement eff o rts already underway,
measuring diabetes quality and disparities, and implementing diabetes care quality improvement plans
using a State-led quality improvement framewo r k .x x v i i i

• Asthma Care Quality Improve m e n t : A Resource Guide for State A c t i o n . L i ke the diabetes resources,
this R e s o u rce Guide and its companion Wo rk b o o k p r ovide information about asthma quality and disparities
and present exercises to hone skills useful for developing a State asthma quality improvement plan.x x i x

x x v i i Readers should consult the AHRQ Web site (www. a h rq . g ov) for announcement of availability of the State Snapshots.
x x v i i i Ava i l a ble at: http://ahrq . g ov / q u a l / d i a b q u a l o c . h t m .
x x i x Ava i l a ble at: http://www. a h rq . g ov / q u a l / a s t h m a q u a l . h t m .
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For policy m a kers who are ready to make changes to reduce disparities, AHRQ supports community
p a rtnerships that engage public and private stakeholders to improve the quality of care for people with diabetes
and asthma, to develop quality improvement action plans, and to evaluate innova t ive implementations of State
and community eff o rts to improve quality and disparities.  These partnerships seek to go beyond research to
a c t ive ly address problems with quality and disparities.  T h ey include:

• National Health Plan Learning Collab o ra t ive to Reduce Disparities and Improve Quality. T h i s
p a rtnership with nine of A m e r i c a ’s foremost health plans (Aetna, CIGNA, Harvard Pilgrim Health Care,
H e a l t h Pa rtners, Highmark Inc., Kaiser Pe rmanente, Molina Healthcare, UnitedHealth Group, and
We l l Point, Inc.) is testing ways to improve the collection and analysis of data on race and ethnicity,
matching these data to existing quality measures in the Health Plan Employer Data and Information Set
( H E D I S®), and developing quality improvement interventions that close the gaps in care.  Lessons
l e a rned by plans in the collaborative will be shared with other health plans so that they too can improve
the care they provide. 

• Aim setting and State plans for quality improve m e n t . This partnership with five States (Maine,
Rhode Island, Massachusetts, West Vi rginia, and Arkansas), rev i ews the State Snapshots in the context of
the needs of these States to develop new tools that help States use data for quality improve m e n t .

• I m p roving diabetes care in commu n i t i e s . This partnership with three of the Nation's leading bu s i n e s s
coalitions (Greater Detroit Area Health Council, MidAtlantic Business Group on Health, and Memphis
Business Group on Health) supports local communities in their eff o rts to reduce the rate of obesity and
other risk factors that can lead to diabetes and its complications and work together to ensure that people
with diabetes receive appropriate health care services. Each of the coalitions has convened stake h o l d e r s —
including businesses, providers, health plans, insurers, consumers, and academics—to set priorities in
their eff o rts to improve diabetes care, reduce disparities, and develop solutions that fit within the
community's needs and capabilities.

• D i abetes disparities reduction in the Hispanic population. This partnership with community prov i d e r s
in two States with large Hispanic populations supports the development of interventions to improve the
quality of care for Hispanics with diabetes through care management and patient empowe rm e n t .

• D e c reasing disparities in pediatric asthma. This partnership with coalitions in six States (Arizona,
M a ry l a n d, Michigan, New Jersey, Oregon, and Rhode Island), focuses on developing action plans to
i m p r ove disparities in pediatric asthma by addressing cultural competency; using data to target need,
coordinate resources, and inform policy decisions; and increasing access and improving the quality of
care for underserved populations.

P r evention and elimination of health care disparities for the Nation will result from coordinated actions at
Federal, State, and local levels to extend the benefits of regional and community successes nationwide.
Working tog e t h e r, using the NHDR as a guide, A m e r i c a ’s patients, providers, purchasers, and policy m a ke r s
can make full access to high quality health care a reality for all.
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Chapter 1. Introduction and Methods

In 1999, Congress directed the A g e n cy for Healthcare Research and Quality (AHRQ) to produce an annual
r e p o rt, starting in 2003, to track “prevailing disparities in health care delive ry as it relates to racial factors and
socioeconomic factors in priority populations.”  Although the emphasis is on disparities related to race,
e t h n i c i t y, and socioeconomic status (SES), this directive includes a charge to examine disparities in “priority
p o p u l a t i o n s ” — groups with unique health care needs or issues that require special focus.  The National
Healthcare Disparities Report (NHDR) was designed and produced by AHRQ, with support from the
D e p a rtment of Health and Human Services (HHS) and private-sector partners, to respond to this leg i s l a t ive
m a n d a t e .

The first National Healthcare Disparities Report (NHDR), released in 2003, was a comprehensive national
ove rv i ew of disparities in health care among racial, ethnic, and socioeconomici groups in the general U. S .
population and within priority populations.  The 2004 NHDR initiated a second critical goal of the report
series—tracking the Nation’s progress toward   the elimination of health care disparities.  The 2005 NHDR
introduced a set of core measures, a variety of new compositei i measures, and methods for tracking changes in
disparities that allow for the identification of specific disparities that are shrinking and disparities that are
widening. 

This 2006 NHDR continues the improvement of data, measures, and methods used to meet these goals.  New
databases and measures have been added to provide a more comprehensive assessment of quality and
disparities in the Nation.  Methods for quantifying changes in health care over time and changes in disparities
h ave been refined.  In addition, new composite measures are tracked that make information about quality and
disparities easier to comprehend.  The 2006 NHDR continues to focus on a subset of core measures that
comprise the most important and scientifi c a l ly supported measures in the full NHDR measure set.  Fi n a l ly, as
in previous NHDRs, references have been systematically updated (that is, annual reports and other reg u l a r ly
released publications have been updated as appropriate, and a wide breadth of peer- r ev i ewed journals and
e l e c t r o n i c a l ly published articles have been searched for inclusion as references).  

The NHDR supports HHS Secretary Mike Leav i t t ’s 500-Day Plan to fulfill the President’s vision of a healthier
America, specifi c a l ly in the areas of eliminating inequalities in health care and better transparency of health
care quality information.  As in previous years, the 2006 NHDR was planned and written by AHRQ staff with
the support of A H R Q ’s National A d v i s o ry Council and the Interagency Work Group for the NHDR, wh i c h
includes representatives from eve ry operating division of the Department of Health and Human Services  In
addition, ad hoc groups were convened to address specific issues such as the creation of composite measures
and the refinement of definitions of persons with disabilities.  

i Socioeconomic disparities include differences in education and income leve l s .

ii Composite measures provide readers with a summarized picture of some aspect of health care by combining inform a t i o n
from multiple component measures.  For example, the NHDR composite measure for “complications following surg e ry ”
includes measures for persons who develop pneumonia, bladder infection, and blood clots in the legs following surg e ry.

Chapter 1. Introduction and Methods
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How This Report Is Organized

The basic structure of the 2006 NHDR is unchanged from the 2005 NHDR and consists of the following:  

• H i g h l i g h t s summarizes key themes from the 2006 report .

• Chapter 1: I n t roduction and Methods documents the organization, data sources, and methods used in
the 2006 report and describes major changes from previous report s .

• Chapter 2: Quality of Health Care examines disparities in quality of health care in the general U. S .
population.  Measures of quality of health care used in this chapter are identical to measures used in the
National Healthcare Quality Report (NHQR) except when data to examine disparities are unava i l a bl e .
Sections cover four components of health care quality: eff e c t iveness, patient safety, timeliness, and
patient centeredness.

• Chapter 3:Access to Health Care examines disparities in access to health care in the general U. S .
population.  Sections cover two components of health care access: barriers and facilitators to health care
and health care utilization.

• Chapter 4: Priority Po p u l a t i o n s examines disparities in quality of and access to health care among
A H R Q ’s priority populations including:

Racial and ethnic minorities E l d e r ly

L ow income gr o u p s Residents of rural areas

Wo m e n I n d ividuals with special health care needs

C h i l d r e n

A p p e n d i xes are ava i l a ble online (www. a h rq . g ov) and include:

• Appendix A : Data Sourc e s p r ovides information about each database analyzed for the NHDR including
data type, sample design, and primary content.

• Appendix B: Detailed Methods p r ovides detailed methods for select databases analyzed for the NHDR.

• Appendix C: M e a s u re Specifi c a t i o n s p r ovides information about how to generate each measure
a n a lyzed for the NHDR.  It includes both measures highlighted in the report text as well as other
measures that were examined but not included in the text.  It also includes information about the
s u m m a ry measures used in the report .

• Appendix D: Data Tabl e s p r ovides detailed tables for most measures analyzed for the NHDR, including
both measures highlighted in the report text and measures examined but not included in the text.  A few
measures cannot support detailed tables and are not included in the appendix.  When data are ava i l a ble: 

Race tables and ethnicity tables are stratified by age, gender, residence location, and one or more
socioeconomic va r i a bles (i.e., household income, education, insurance, and/or area income).  

Socioeconomic tables are stratified by age, gender, residence location, race, and ethnicity.  

Chapter 1. Introduction and Methods
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Changes in the 2006 NHDR

Consistent with the goal of improving quality of and access to health care for all Americans, a number of
i m p r ovements in the quality and accessibility of the NHDR are made each ye a r.  Improvements include
changes to report format, changes to the measure set, addition of new data sources, expanded analyses to
include Hispanic subpopulations and uninsurance, and a summary of disparities.

Refinements to Report Format 

The 2006 NHDR and its companion NHQR continue to be formatted as chartbooks.  Although needed to
assess health care in America comprehensive ly, the large number of measures tracked in the reports may
sometimes be confusing and ove r whelming for users.  Hence, the 2006 reports continue to focus on a smaller
subset of core measures.  Other modifications have also been made to make the information in the report s
easier to understand.  

C o re measure s . For the 2005 reports, the Interagency Work Group was convened to select a group of
measures from the full measure sets on which the reports would present findings each ye a r.  In 2006, the wo r k
group made additional changes to the core measure set.  For some topics, the group favored alternating sets of
core measures.  These measures relate to cancer prevention and childhood preve n t ive services.  A l t e rn a t i n g
measures are listed in Ta ble 1.1.

Table 1.1. Alternating core measures

R e p o rted in the 2006 NHDR and NHQR: R e p o rted in 2005 NHDR and NHQR*:

• Colorectal cancer screening • Breast cancer screening

• Late stage colorectal cancers • Late stage breast cancers

• Colorectal cancer mort a l i t y • Breast cancer mort a l i t y

• Children who received advice about diet • Children who received advice about exe r c i s e

• Children who had a vision check • Children who had dental care

*The measures listed in this column will be reported again in the 2007 re p o r t s .

The core measures of patient safety also underwent modifications.  Several measures included in last ye a r ’s
r e p o rt were not ava i l a ble this ye a r.  New composite measures were developed to summarize information across
s everal individual patient safety measures (described below).  Other new measures became ava i l a ble that cove r
i m p o rtant aspects of patient safety.  The combination of these changes yielded this ye a r ’s patient safety core
m e a s u r e s :

• Timing of antibiotics to prevent postoperative wound infection composite measure adopted by the
Hospital Quality Alliance (HQA) from the Centers for Medicare & Medicaid Services (CMS) Quality
I m p r ovement Organization (QIO) progr a m .

• Po s t o p e r a t ive complications composite measure from the Medicare Patient Safety Monitoring System
( M P S M S ) .

• Complications of central venous catheter composite measure from the MPSMS.

• Deaths following complications of care from the Healthcare Cost and Utilization Project (HCUP) State
Inpatient Databases disparities analysis fi l e .

• Inappropriate medication use among the elderly from the Medical Expenditure Panel Survey (MEPS).

Chapter 1. Introduction and Methods
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All core measures fall into two categories: process measures, which track receipt of medical services, and
outcome measures, which in part reflect the results of medical care (Ta ble 1.2).  Both types of measures are
not reported for all conditions due to data limitations.  For example, data on HIV care are suboptimal; hence,
no HIV process measures are included as core measures.  In addition, not all core measures are included in
trending analysis because 2 or more years of data were not ava i l a ble.  

P re s e n t a t i o n . Each section in the 2006 report begins with a description of the importance of the section’s
topic in a standardized format.  New this year is an assessment of the cost eff e c t iveness of different clinical
p r eve n t ive services.  These estimates come from a recent rev i ew by the National Commission on Preve n t i o n
P r i o r i t i e s .1 Cost eff e c t iveness is measured as the average net cost of each quality adjusted life year (QALY )i i i

that is saved by a particular health intervention. A lower cost per QALY saved indicates a greater degree of
cost eff e c t iveness while beneficial preve n t ive services that fully cover their costs are labeled as cost sav i n g .

After introductory text, chart figures and accompanying findings highlight a small number of measures
r e l evant to this topic. When data are ava i l a ble, these charts typically show contrasts by :

• Race—Blacks, A s i a n s ,iv N a t ive Hawaiians or Other Pa c i fic Islanders (NHOPIs), American Indians or
Alaska Natives (AI/ANs), and people of more than one race compared with W h i t e s .

• Ethnicity—Hispanics compared with non-Hispanic W h i t e s .v

• I n c o m e — Po o r, near poor, and middle income people compared with high income people.v i

• E d u c a t i o n — People with less than a high school education and high school graduates compared with
people with any college education.

Almost all core measures and composite measures have multiple years of data, so figures typically illustrate
trends over time.  When data support stratified analyses, a figure showing racial and ethnic diff e r e n c e s
s t r a t i fied by SES is often included.  For some measures with supporting data, regression models were run and
used to help interpret bivariate and stratified results.  In addition, figures showing odds ratios adjusted for age,
g e n d e r, race, ethnicity, income, education, insurance, and residence location are presented for two measures.v i i

Figures include a note about the reference group for population-based measures and the denominator for
measures based on services or events. 

iii Q A LY is a measure of surv ival adjusted for its value: 1 year in perfect health is equal to 1.0 QALY, and a year in poor
health would be something less than 1.0.

iv “Asian” includes “Asian or Pa c i fic Islander” (API) when information is not collected separately for each gr o u p .

v Not all data sources used in the NHDR collect data by race and ethnicity separately (i.e., allowing for comparisons of
Blacks with Whites and Hispanics with non-Hispanic Whites).  When this is the case, comparisons are made by combined
racial/ethnic categories (i.e., comparing non-Hispanic Blacks and Hispanics with non-Hispanic Whites).  

vi Throughout this report, “poor” is defined as having fa m i ly incomes less than 100% of the Federal pove rty level; “near
p o o r,” between 100% and 199%; “middle income,” between 200% and 399%; and “high income,” 400% or more of the
Federal pove rty leve l .

v i iThe measures are obese adults given advice about exercise and individuals having a usual primary care prov i d e r.
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Table 1.2. Core process and outcome measures (measures that include data for all racial and ethnic groups

and that are included in the summary analyses in the Highlights to this report are in italics)

S e c t i o n P rocess Measure s Outcome Measure s

E ffectiveness - Cancer • Persons age 50 and over who ever had     • C o l o rectal cancers diagnosed as

a flexible colonoscopy, sigmoidoscopy, regional or distant staged cancers

or proctoscopy or fecal occult blood test  • Cancer deaths per 100,000 persons

in past 2 years per year for most common cancers-

c o l o rectal cancer

E ffectiveness -              •Adults age 40 and over with diabetes         • Hospital admissions for lower extre m i t y

D i a b e t e s had hemoglobin A1c test, eye and foot amputation in patients with diabetes

exam in past year

E ffectiveness - End       • Dialysis patients re g i s t e red on waiting        • Hemodialysis patients with adequate

Stage Renal Disease list for transplantation d i a l y s i s

E ffectiveness -              • Recommended hospital care re c e i v e d Acute myocardial infarction mortality 

Heart Disease by Medicare patients with acute 

myocardial infarction

• Recommended hospital care received by 

M e d i c a re patients with heart failure

Smokers receiving advice to quit smoking

Adults age 18 and over who were obese 

who were given advice about exerc i s e

E ffectiveness - • New AIDS cases per 100,000 

HIV and AIDS population (age 13 and over)

E ffectiveness -             • P regnant women receiving prenatal            • Infant mortality per 1,000 live births,

M a t e rnal and c a re in first trimester birthweight <1500 grams

Child Health                 • C h i l d ren 19-35 months who received all • Hospital admissions for pediatric 

recommended vaccines g a s t roenteritis per 100,000 population

• Adolescents (age 13-15) reported to have less than 18 years of age

received 3  or more doses of hepatitis 

B vaccine

• C h i l d ren whose parents or guardians 

ever received advice from doctor or

health professional about healthy eating 

• C h i l d ren ages 3-6 who ever received a 

vision check

E ffectiveness -            • Adults age 18 and over with past year        • Deaths due to suicide per 100,000

Mental Health and major depressive episode who received p o p u l a t i o n

Substance Abuse t reatment for the depression in                  • Patients receiving substance abuse

the past year t reatment who complete tre a t m e n t

• Persons age 12 or older who needed 

t reatment for any illicit drug use and who 

received such treatment at a specialty 

facility in the past year
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Table 1.2. Core process and outcome measures (measures that include data for all racial and ethnic groups

and that are included in the summary analyses in the Highlights to this report are in italics) (continued)

S e c t i o n P rocess Measure s Outcome Measure s

E ffectiveness -          • Persons age 65 and over who ever             • TB patients that complete a curative

Respiratory Diseases received pneumococcal vaccination course of treatment within 12

• Recommended hospital care received by months of initiation

M e d i c a re patients with pneumonia • Hospital admissions for pediatric

• Visits where antibiotic was prescribed asthma per 100,000 population

for diagnosis of a common under age 18

cold, childre n

E ffectiveness -            • Nursing home residents who were • High-risk nursing home residents who 

Nursing Home, physically re s t r a i n e d have pre s s u re sore s

Home Health, • Short-stay nursing home residents 

and Hospice Care with pre s s u re sore s

• Home health episodes showing 

ambulation/locomotion improvement

• Home health episodes with acute 

c a re hospitalization

Patient Safety • Appropriate timing of surgical infection •Postoperative pneumonia, urinary

p r o p h y l a x i s tract infection, and/or venous

• Elderly who had at least one prescription t h romboembolic events

that is potentially inappro p r i a t e • Adverse events associated with central 

venous catheters

• Deaths following complications of care

T i m e l i n e s s • Adults who report that they can get care 

for illness/injury as soon as they wanted 

• Patients who left emergency 

department without being seen

Patient Centere d n e s s • Adults whose health providers listened 

c a re f u l l y, explained things clearly, 

respected what they had to say, and spent 

enough time with them

• C h i l d ren whose parents or guardians 

report that their child’s health providers 

listened care f u l l y, explained things clearly, 

respected what they had to say, and spent 

enough time with them

As in last ye a r ’s report, findings presented in the text meet report criteria for import a n c ev i i i; comparisons not
discussed in text do not meet these criteria.  Howeve r, absence of differences that meet criteria for import a n c e
should not be interpreted as absence of disparities.  Often, large differences between groups did not meet criteria
for statistical significance because of small sample sizes and limited powe r.  In addition, significance testing
used in this report does not take into account multiple comparisons.  To facilitate linkage to other Fe d e r a l
r e p o rting initiatives, this report indicates where NHDR measures are also tracked in Healthy People 2010.

v i i iCriteria for importance are that the difference is statistically significant at the alpha=0.05 level, two-tailed test and that the
r e l a t ive difference is at least 10% different from the reference group when framed positive ly as a favo r a ble outcome or
n ega t ive ly as an adverse outcome.
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Addition of New Data Sourc e s

NHDR data sources include surveys of individuals and health care facilities and extract from surveillance, vital
statistics, and health care organization data systems.  Ta ble 1.3 lists all data sources and includes five new data
sources.  Standardized suppression criteria were applied to all databases to support reliable estimates.i x N ew
data added this year come from:

• National Asthma Survey. This survey, sponsored by the Centers for Disease Control and Preve n t i o n
(CDC) National Center for Environmental Health and conducted by the National Center for Health
Statistics (NCHS) in 2003, is the most comprehensive national data set on asthma prevalence and asthma
care. It examines the health, socioeconomic, behavioral, and environmental predictors that relate to
control of asthma.  Because it is not an ongoing survey, findings are presented in this ye a r ’s report only.

• National Hospice and Pa l l i a t ive Care Orga n i z a t i o n ’s Fa m i ly Evaluation of Hospice Care. T h i s
s u rvey examines the quality of hospice care for patients and their fa m i ly members.2 Fa m i ly respondents
r e p o rt how well hospices respect patient wishes, communicate about illness, control symptoms, support
dying on one’s own terms, and provide fa m i ly emotional support.  The survey is administered by about
800 hospices each ye a r, and about 120,000 completed surveys are returned each year for an ove r a l l
response rate of about 40%.  Pa rticipation is vo l u n t a ry; although participating hospices span the Nation,
t h ey are not nationally representative.  Demographic information is often incomplete.  Despite these
limitations, this survey is the most comprehensive source of information about hospice care.

• CAHPS® Hospital Survey. This survey, developed by CMS and AHRQ, captures information about
p a t i e n t s ’ experiences of care when hospitalized.3 In 2005, 254 hospitals across the United States
volunteered to use this survey. In total, completed surveys were received from 84,779 respondents; the
average response rate was 44%. Although it is not nationally representative, the sample of hospitals and
respondents is comparable to the national distribution of hospitals registered with the American Hospital
A s s o c i a t i o n .

• U. S . C e n s u s . Data from the 2000 Census of Population are included this year to provide inform a t i o n
about the physician wo r k f o r c e .

• Center for Studying Health System Change Community Tracking Study Physician Survey. D a t a
from this periodic survey of physicians in direct patient care is used to assess trends in the phy s i c i a n
workforce over time.

i xEstimates based on sample size fewer than 30 or with relative standard error greater than 30% are considered unreliabl e
and suppressed.  Databases with more conserva t ive suppression criteria are allowed to retain them.
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Table 1.3. Databases used in the 2006 reports (new databases in italics)

Surveys collected from populations:

• AHRQ, Medical Expenditure Panel Survey (MEPS), 1999-2003

• CAHPS®  Hospital Surv e y, 2005

• CDC, Behavioral Risk Factor Surveillance System (BRFSS), 2001-2004

• CDC-NCHS, National Asthma Surv e y, 2003

• CDC-NCHS, National Health and Nutrition Examination Survey (NHANES), 1999-2002

• CDC-NCHS, National Health Interview Survey (NHIS), 1998-2004 

• CDC-NCHS/National Immunization Program, National Immunization Survey (NIS), 1998-2004

• CMS, Medicare Current Beneficiary Survey (MCBS), 1998-2002

• Health Resources and Services Administration, Healthy Schools Healthy Communities User Visit Survey,

2 0 0 3

• National Hospice and Palliative Care Organization, Family Evaluation of Hospice Care, 2005

• Substance Abuse and Mental Health Services Administration (SAMHSA), National Survey on Drug Use and

Health (NSDUH), 2002-2004

• U.S. Census Bureau, U.S. Census of Population, 2000

Data collected from samples of health care facilities and pro v i d e r s :

• Center for Studying Health System Change, Community Tracking Study Physician Surv e y, 1998-2005

• CDC-NCHS, National Ambulatory Medical Care Survey (NAMCS), 1997-2003

• CDC-NCHS, National Hospital Ambulatory Medical Care Survey-Outpatient Department (NHAMCS-OPD),

1 9 9 7 - 2 0 0 3

• CDC-NCHS, National Hospital Ambulatory Medical Care Survey-Emergency Department (NHAMCS-ED),

1 9 9 7 - 2 0 0 3

• CDC-NCHS, National Hospital Discharge Survey (NHDS), 1998-2004

• CMS, End Stage Renal Disease Clinical Performance Measures Project (ESRD CPMP), 2001-2004

Data extracted from data systems of health care organizations:

• AHRQ, Healthcare Cost and Utilization Project (HCUP) State Inpatient Databases disparities analysis file,*

2001-2003 

• CMS, Hospital Compare, 2005

• CMS, Medicare Patient Safety Monitoring System, 2002-2004

• CMS, Home Health Outcomes and Assessment Information Set (OASIS), 2002-2004

• CMS, Nursing Home Minimum Data Set, 2002-2004

• CMS, Quality Improvement Organization (QIO) program, Hospital Quality Alliance (HQA) measures, 2000-

2 0 0 4

• HIV Research Network data (HIVRN), 2001-2003

• Indian Health Service, National Patient Information Reporting System (NPIRS), 2002-2004

• National committee for Quality Assurance, Health Plan Employer Data and Information Set (HEDIS), 2001-

2 0 0 5

• National Institutes of Health, United States Renal Data System (USRDS), 1998-2003

• SAMHSA, Treatment Episode Data Set (TEDS), 2002-2003

Data from surveillance and vital statistics systems:

• CDC, National Program of Cancer Registries (NPCR), 2002-2003

• CDC-National Center for HIV, STD, and TB Prevention, HIV/AIDS Surveillance System, 2000-2004

• CDC-National Center for HIV, STD, and TB Prevention, TB Surveillance System, 1999-2002

• CDC-NCHS, National Vital Statistics System (NVSS), 1999-2003

• NIH, Surveillance, Epidemiology, and End Results (SEER) program, 1992-2003

* This file is designed to provide national estimates of disparities in the AHRQ Quality Indicators using weighted re c o rds from a sample of

hospitals from the following 22 States: AZ, CA, CO, CT, FL, GA, HI, KS, MD, MA, MI, MO, NJ, NY, PA, RI, SC, TN, TX, VA, VT, and WI.
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Changes to the Measure Set 

N ew measure s . The measure sets used in the 2006 NHDR and NHQR have been improved in several way s .
First, a handful of measures were modified to reflect more current standards of care.  Second, age adjustmentx

for a number of measures was updated.  For example, to enhance the comparability of measures of diabetes
care from MEPS, the Behavioral Risk Factor Surveillance System (BRFSS), and the National Health and
Nutrition Examination Survey (NHANES), these measures now apply the same age adjustment methodolog y
among persons age 40 and over with diabetes.x i Fi n a l ly, a number of new measures were added to fi l l
i d e n t i fied gaps, including:

• Four measures of care for obesity from MEPS and NHANES:

Obese adults age 20 and over who were told by their provider that they were ove r weight (NHANES).

O ve r weight children and teens ages 2-19 who were told by their provider that they were ove r we i g h t
( N H A N E S ) .

Obese adults who were given counseling from their provider about exercise (MEPS).x i i

Obese adults who were given counseling from their provider about diet (MEPS). 

• Two measures of hospice care from the National Hospice and Pa l l i a t ive Care Orga n i z a t i o n ’s Fa m i ly
E valuation of Hospice Care survey :

Hospice patients who did not receive the right amount of medicine for pain.

Hospice patients who received care inconsistent with their stated end-of-life wishes.

• Two measures of patient safety, one from the Medicare Patient Safety Monitoring System and one
adopted by the Hospital Quality Alliance (HQA) from the CMS Quality Improvement Orga n i z a t i o n
p r ogr a m :

Medication-related adverse drug events (MPSMS).

Timing of antibiotics to prevent postoperative wound infection (HQA).x i i

• Four measures of patient centeredness of hospital care from the CAHPS® Hospital Survey :

Communication with doctors in the hospital.

Communication with nurses in the hospital.

Communication about medications in the hospital.

D i s c h a rge information from the hospital.

• Two measure of workforce diversity from the U.S. Census 2000 and the Center for Studying Health
System Change Community Tracking Study Physician Survey :

U.S. physicians and surgeons by race and ethnicity (U.S. Census 2000).

U.S. physicians in direct patient care by race and ethnicity (Community Tracking Study Physician 
S u rvey ) .

x Age-adjusted measures are labeled as such.  All other measures are not age adjusted.
xi Prior to 2006, these measures tracked persons age 18 and ove r.
xii This is a new core measure.
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• One measure of language assistance from MEPS:

Adults with limited English profi c i e n cy with and without a usual source of care who offers language
assistance (MEPS).

• As noted earlier, the 2006 reports also include measures of asthma care from the National A s t h m a
S u rvey.x i i i The four measures include persons with current asthma who we r e :

Taught to recognize early signs of an asthma attack.

Told how to change their env i r o n m e n t .

G iven an asthma controller medication.

G iven an asthma management plan.

Measure revisions were proposed and rev i ewed in meetings of the Interagency Work Group for the NHDR,
which includes representation from across HHS. 

Composite measure s . Composite measures provide readers with a summarized picture of some aspect of
health care by combining information from multiple component measures.  Po l i cy m a kers and others have
voiced their support for composite measures because they can be used to facilitate understanding of
i n f o rmation from many individual measures. The eff o rt to develop new composites is ongoing; and this ye a r, a
number of new composite measures were added.  Composite measures now make up about 20% of the core
measures.  New composite measures included in the 2006 reports and the individual component measures they
a g gr egate are shown in Ta ble 1.4.  Future reports will include more composite measures.

When possible, an appropriateness model is used to create composite measures. In this model, the
denominator is the number of patients who should receive the services included in the composite, and the
numerator is the number of patients who receive all of these services.  The composite measure is presented as
the percentage of patients who receive all services recommended to them.  Because no partial credit is give n
for incomplete care, this model is sometimes referred to as an “all-or-none” approach.  The appropriateness
model is attractive to patients, who naturally desire to receive eve ry appropriate serv i c e .4 One example of this
model is the diabetes composite, in which a patient who receives only one or two of the three services wo u l d
not be counted as having received the recommended care.

Sometimes, insufficient data are ava i l a ble to apply an appropriateness model.  In these instances, an
o p p o rtunities model developed by Qualidigm5 and used in the CMS Premier Hospital Quality Incentive
D e m o n s t r a t i o n6 and for public reporting by the Rhode Island Department of Health7 is used.  The model
assumes that each patient needs and has the opportunity to receive one or more processes of care but that not
all patients need the same care.  The denominator for an opportunities model composite is the sum of these
o p p o rtunities to receive appropriate care across a panel of process measures.  The numerator is the sum of the
appropriate care that is actually delivered.  The composite measure is typically presented as the proportion of
appropriate care that is delivered.  

x i i i Because this is not a periodic survey, the four measures from this survey will not be perm a n e n t ly added to the measure
s e t .
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For example, recommended hospital care for heart failure includes evaluation of left ventricular ejection
fraction and ACE inhibitor for patients with left ventricular systolic dysfunction. This represents two
o p p o rtunities for providing appropriate care. The number of patients who should have an evaluation of left
ventricular ejection fraction is added to the number of patients who should receive an ACE inhibitor to
calculate the total number of opportunities for providing appropriate care. The number of patients wh o
a c t u a l ly receive an evaluation of left ventricular ejection fraction is added to the number of patients wh o
a c t u a l ly receive an ACE inhibitor to calculate the number of opportunities for providing care for wh i c h
appropriate care was actually delivered. The composite is created by dividing the number of opportunities for
care for which appropriate care was actually delivered by the total number of opportunities for care.

Measures from the CAHPS® (Consumer Assessment of Healthcare Providers and Systems8) surveys have their
own method for computing composite measures that has been in use for many years.  These composite
measures average individual components of patient experiences of care.  These composite measures are
t y p i c a l ly presented as the proportion of respondents who reported that providers sometimes or neve r, usually,
or always performed we l l .

Two new composite measures relate to rates of complications of hospital care—postoperative complications
and complications of central venous catheters.  For these complication rate composites, an additive model is
u s e d, which sums together individual complication rates.  Thus, for these composites, the numerator is the sum
of individual complications and the denominator is the number of patients at risk for these complications.  T h e
composite rates are presented as the overall rate of complications.  The postoperative complications composite
is a good example of this type of composite measure; if 50 patients had a total of 15 complications betwe e n
them (regardless of their distribution), the composite score would be 30%.

Expanded Analyses

Trends in health care quality and access. As in previous NHDRs, the 2006 report uses the earliest and most
recent ava i l a ble NHDR data estimates for each measure to calculate average annual rate of change for the
general U.S. population and for each racial, ethnic, and socioeconomic group.  Consistent with Health, United
S t a t e s, the geometric rate of change, which assumes the same rate each year between the two time periods, has
been calculated for the 2006 NHDR and NHQR.x iv

Two criteria are applied to determine whether a significant trend exists: 

• First, the difference between the oldest and most recent estimates must be statistically significant with
alpha=0.05.  

• S e c o n d, the magnitude of average annual rate of change must be at least 1% per ye a r, when the measures
are framed as a favo r a ble outcome or as an adverse outcome.  

O n ly changes over time that meet these two criteria are discussed in the 2006 report s .

x iv The geometric rate of change assumes that a measure increases or decreases at the same rate during each year betwe e n
t wo time periods.  It is calculated using the following formula:  [(Vy/Vz)^1 / N-1] X 100, where Vy is the most recent ye a r ’s
value, Vz is the most distant ye a r ’s value, and N is the number of years in the interva l .
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Table 1.4. Composite measures in the 2006 NHQR and NHDR (new measures in italics)

Composite measure Individual measures forming composite Model 

Receipt of three • Adults aged 40 and older with diagnosed diabetes who A p p ro p r i a t e n e s s

recommended  received at least one HbA1c test

diabetic services* • Adults aged 40 and older with diagnosed diabetes who re c e i v e d

at least one retinal eye exam

• Adults aged 40 and older with diagnosed diabetes who received 

at least one foot exam

Childhood • C h i l d ren age 19-35 months who received at least 4 doses of A p p ro p r i a t e n e s s

i m m u n i z a t i o n diphtheria-tetanus-acellular pertussis (DTa P )

• C h i l d ren age 19-35 months who received at least 3 doses of polio

• C h i l d ren age 19-35 months who received at least 1 dose of 

measles-mumps-rubella (MMR)

• C h i l d ren age 19-35 months who received at least 3 doses of 

Haemophilus influenza B (Hib)

• C h i l d ren age 19-35 months who received at least 3 doses of 

hepatitis B antigens

Recommended • Receipt of aspirin within 24 hours of hospitalization O p p o r t u n i t i e s

hospital care for • Receipt of aspirin upon discharg e

heart attack • Receipt of beta-blocker within 24 hours of hospitalization

• Receipt of beta-blocker upon discharg e

• Receipt of ACE inhibitor for left ventricular systolic dysfunction

• Receipt of counseling about smoking cessation among smokers

Recommended • Receipt of evaluation of left ventricular ejection fraction O p p o r t u n i t i e s

hospital care for • Receipt of ACE inhibitor for left ventricular systolic dysfunction

heart failure

Recommended • Receipt of initial antibiotics within 4 hours O p p o r t u n i t i e s

hospital care for • Receipt of appropriate antibiotics

p n e u m o n i a • Receipt of culture before antibiotics

• Receipt of influenza screening or vaccination

• Receipt of pneumococcal screening or vaccination

Timing of antibiotics • Antibiotics started within 1 hour of surg e r y O p p o r t u n i t i e s

to prevent • Antibiotics stopped 24 hours after surg e r y

postoperative wound 

i n f e c t i o n

P a t i e n t - p rovider • P rovider sometimes or never listened carefully to you C A H P S®

communication • P rovider sometimes or never explained things clearly to you

p ro b l e m s • P rovider sometimes or never showed respect for 

what you had to say

• P rovider sometimes or never spent enough time with you

Communication with • Doctors sometimes or never treated you with courtesy and re s p e c t C A H P S®

doctors in the hospital • Doctors sometimes or never listened carefully to you

• Doctors sometimes or never explained things in a way you 

could understand

Communication with • Nurses sometimes or never treated you with courtesy and re s p e c t C A H P S®

nurses in the hospital • Nurses sometimes or never listened carefully to you

• Nurses sometimes or never explained things in a way you 

could understand
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Table 1.4. Composite measures in the 2006 NHQR and NHDR (new measures in italics)

Composite measure Individual measures forming composite M o d e l

Communication about • Hospital staff sometimes or never told you what a new medicine C A H P S®

medications in the was for

hospital • Hospital staff sometimes or never described possible side effects 

of a new medicine in a way you could understand

Discharge inform a t i o n • Hospital staff talked with you about whether you would have the C A H P S®

from the hospital help you needed when you left the hospital

• Hospital staff provided information in writing about what symptoms

or health problems to look out for after you left the hospital

P o s t o p e r a t i v e • Postoperative pneumonia A d d i t i v e

c o m p l i c a t i o n s • Postoperative bladder infection

• Postoperative blood clot

Complications of • B l o o d s t ream infection due to central venous catheter A d d i t i v e

central venous • Mechanical problem due to central venous catheter

c a t h e t e r s

*  This composite measure was modified between the 2004 and 2005 reports.  Starting with the 2005 composite, two tests, flu vaccination

and lipid profile, were omitted due to diff e rences in the manner in which they were collected.  The current composite measure on diabetes

c a re focuses on the receipt of three processes for which the best data are available: HbA1c testing, retinal eye examination, and foot

examination in the past year.  Starting in 2006, the target age group for this measure changed from age 18 and older to age 40 and older.

One additional constraint relates to trends among specific racial and ethnic groups.  Some Federal databases
completed transition by 2003 (as required) to the new Federal standards for racial and ethnic data during ye a r s
c overed by the NHDR.  These new standards created two separate racial categories:  “Asian” and “Native
H awaiian or Other Pa c i fic Islander.”  In addition, individuals could report more than one race, wh i c h
s i g n i fi c a n t ly affected estimates for the “American Indian or Alaska Native” categ o ry.  In contrast, effects on
estimates for Whites, Blacks, and Hispanics were proport i o n a t e ly much smaller. Consequently, the 2006
NHDR shows shorter trends (i.e., fewer years of data) for groups directly or signifi c a n t ly affected by the new
standards such as Asian, Native Hawaiian or Other Pa c i fic Islander, American Indian or Alaska Native, and
multiple race individuals.  

Hispanic subpopulations. As with all U.S. populations, racial and ethnic minority groups that are the focus of
the NHDR can be highly heterogeneous.  Data are typically not ava i l a ble to examine different racial and ethnic
groups in greater detail.  One exception relates to Hispanic subpopulations for which increasing amounts of
data are ava i l a ble.  The 2006 NHDR shows information from MEPS related to health care diff e r e n t i a t i n g
Hispanics of Mexican, Central or South American, Puerto Rican, and Cuban descent.  These analyses are
presented in the section on racial and ethnic minorities in Chapter 4, Priority Populations.  

U n i n s u ra n c e. Lack of health insurance is widely recognized as a risk factor for poorer quality of health care
and worse access to health care.  Previous reports have included analyses of uninsured compared with
p r iva t e ly insured individuals but did not bring these findings together into a specific section of the report s .
This ye a r, a focus on disparities related to insurance status is introduced.  These analyses are presented in the
section on low income groups in Chapter 4, Priority Populations.  
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Summary of Disparities

In the 2006 NHDR, eff o rts to summarize disparities have been further refined.  

Quantifying disparities. In the Highlights and in Chapter 4, Priority Populations, the extent of disparities
across the core measures is summarized for Blacks, Hispanics, Asians, NHOPIs, AI/ANs, and the poor.  Racial,
ethnic, and socioeconomic groups are compared with a designated reference group for each core measure; each
group could receive care that is worse than, about the same as, or better than the reference group.  For each
group, the percentages of measures for which the group received worse care, similar care, or better care we r e
calculated.  Health care utilization measures are difficult to interpret and were excluded when summarizing
disparities in access to care.x v In Chapter 4, Priority Populations, which presents information on each
population separately, all core measures are used when summarizing disparities for each group.  Howeve r, in the
Highlights, where multiple groups are presented side by side, only core measures with estimates for all racial
and ethnic groups are used to facilitate comparisons across the groups. An exception is made for income
comparisons of quality measures because much less information is ava i l a ble for these gr o u p s .

As in the 2005 NHDR, rates relative to standard reference groups are used to quantify the magnitude of
disparities and to identify the largest disparities faced by specific groups.  For each group, the group rate wa s
d ivided by the reference group rate to calculate the relative rate for each core measure.  The median relative rate
across core measures is presented in Chapter 4 as another way of summarizing the magnitude of disparities in
quality and access; the relative rates are also presented to identify potential areas for improve m e n t .

Trends in disparities. The method for summarizing trends in disparities introduced in the 2005 NHDR is
i m p r oved in the 2006 NHDR.  For each core measure, racial, ethnic, and socioeconomic groups are compared
with a designated reference group at different points in time.  Consistent with Healthy People 2010, disparities
are measures in relative terms as the percent difference between each group and a reference group; changes in
disparity are measured by subtracting the percent difference from the reference group at the baseline year from
the percent difference from the reference group at the most recent ye a r.  The change in each disparity is then
d ivided by the number of years between the baseline and most recent estimate to calculate change in disparity
per ye a r. Thus, in determining change:

• Core measures for which the relative differences are changing less than 1% per year are identified as
s t aying the same. 

• Core measures for which the relative differences are becoming smaller at a rate of more than 1% per ye a r
are identified as improving disparities.  

• Core measures for which the relative differences are becoming larger at a rate of more than 1% per ye a r
are identified as worsening disparities.  

• Changes of greater than 5% per year are also differentiated from changes of between 1% and 5% per ye a r
in some fi g u r e s .

x v I n t e rpreting health care utilization data is more complex than analyzing data on patient perceptions of access to care.
Along with access to care, health care utilization is strongly affected by health care need and patient preferences and va l u e s .
In addition, greater use of services does not necessarily indicate better care. In fact, high use of some inpatient services may
reflect impaired access to outpatient services. For these reasons, measures of health care utilization are excluded from
summaries of access to health care.
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In Chapter 4, Priority Populations, which presents information on each population separately, all core measures
are used when summarizing trends in disparities for each group.  Howeve r, in the Highlights where multiple
groups are presented side by side, only core measures with estimates for all racial and ethnic groups over time
are used to facilitate comparisons across the groups.  As noted above, an exception is made for income
comparisons of quality measures because much less information is ava i l a ble for these gr o u p s .
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Chapter 2. Quality of Health Care

As better understanding of health and sickness has led to superior ways of preventing, diagnosing, and treating
diseases, the health of most Americans has improved dramatically.  Howeve r, ample evidence indicates that
some Americans do not receive the full benefits of high quality care.  Specifi c a l ly, ex t e n s ive disparities in
health care related to race, ethnicity, and socioeconomic status have been demonstrated by a substantial body
of public health, social science, and health services research and confi rmed by previous releases of the
National Healthcare Disparities Report .

Components of Health Care Quality 

Quality health care means doing the right thing, at the right time, in the right way, for the right people—and
h aving the best possible results.1 Quality health care is care that is: 2

• E ff e c t ive — P r oviding services based on scientific knowledge to all who could benefit and refraining from
p r oviding services to those not like ly to benefi t .

• S a f e — Avoiding injuries to patients from the care that is intended to help them.

• Ti m e ly—Reducing waits and sometimes harmful delays for both those who receive and those who give
c a r e .

• Patient centered—Providing care that is respectful of and responsive to individual patient preferences,
needs, and values and ensuring that patient values guide all clinical decisions.

• E q u i t a bl e — P r oviding care that does not va ry in quality because of personal characteristics such as
g e n d e r, ethnicity, geographic location, and socioeconomic status.

• E ffi c i e n t — Avoiding waste, including waste of equipment, supplies, ideas, and energ y.

Health care quality is measured in several ways including:

• Clinical performance measures of how well providers deliver specific services needed by specifi c
patients, such as whether children get the immunizations that they need.

• Assessments by patients of how well providers meet health care needs from the patient’s perspective, such
as whether providers communicate clearly.

• Outcome measures—such as death rates from cancers preve n t a ble by screening—that may be affected by
the quality of health care receive d .

How This Chapter Is Organized

This chapter presents new information about disparities in the quality of health care in America.  The measures
used here are the same as those used in the National Healthcare Quality Report (NHQR), and this chapter is
c o n s t ructed to mirror sections in the NHQR—eff e c t iveness, patient safety, timeliness, and patient
centeredness.  Due to constraints on the length of this report, only a subset of the core measures is presented.
E ff e c t iveness of care is presented in Chapter 2 under eight clinical condition or care setting areas: cancer;
diabetes; end stage renal disease (ESRD); heart disease; HIV and AIDS; mental health and substance abu s e ;
r e s p i r a t o ry diseases; and nursing home, home health, and hospice care.  Maternal and child health is discussed
in Chapter 4, Priority Populations.  
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As in previous NHDRs, this chapter’s discussion on quality of care focuses on disparities in quality related to
race, ethnicity, and socioeconomic status in the general U.S. population.  Disparities in quality of care within
s p e c i fic priority populations are presented in Chapter 4.  This chapter also presents analyses of changes ove r
time by race, ethnicity, and socioeconomic status, as well as some stratified analyses.  

Fi n a l ly, new composite measures are introduced in this ye a r ’s NHDR, including timing of antibiotics to
p r event postoperative wound infection, communication with doctors in the hospital, communication with
nurses in the hospital, communication about medications in the hospital, discharge information from the
hospital, postoperative complications, and complications of central venous catheters.  For composite details,
see Chapter 1, Introduction and Methods.  

Categorization of Effectiveness Measures by Health Care Need

In the eff e c t iveness section of this chapter, measures are organized into several categories as related to the
p a t i e n t ’s need for preve n t ive care, treatment of acute illness, and chronic disease management.  There is sizabl e
overlap among these categories, and some measures may be considered to belong in more than one categ o ry.
Outcome measures are part i c u l a r ly difficult to categorize when prevention, treatment, and management all
p l ay important roles.  Neve rtheless, for the purposes of this report, measures are placed into categories that
best fit the general descriptions below:  

• P reve n t i o n—Caring for healthy people is an important component of health care.  Educating people
about healthy behaviors can help to postpone and avoid illness and disease.  A d d i t i o n a l ly, detecting health
p r o blems at an early stage increases the chances of eff e c t ive ly treating them, often reducing suffering and
expenditures.  

• Tre a t m e n t— E ven when preve n t ive care is ideally implemented, it cannot entirely ave rt the need for acute
care.  Delivering optimal treatments for acute illness can help reduce the consequences of illness and
promote the best recove ry possible.    

• M a n a ge m e n t—Some diseases, such as diabetes and end stage renal disease, are chronic, which means
t h ey cannot simply be treated once; they must be managed across a lifetime.  Management of chronic
disease often invo l ves lifestyle changes and regular contact with a provider to monitor the status of the
disease.  For patients, eff e c t ive management of chronic disease can mean the difference between norm a l ,
h e a l t hy living and frequent medical problems.  

Note that findings for women and children, which parallel those presented in the NHQR for maternal and
child health, are presented in the sections on women and children in Chapter 4.  Measures presented in
e ff e c t iveness fall within the three components of health care need as listed below. (For findings related to all
core measures of eff e c t iveness, see Ta bles 2.1a and 2.1b. )
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S e c t i o n M e a s u re

P reve n t i o n :
Cancer (colorectal) Screening for colorectal cancer  
H e a rt disease Counseling about ove r we i g h t *
H e a rt disease Counseling about exe r c i s e
R e s p i r a t o ry diseases Pneumococcal vaccination 
M a t e rnal and child health (wo m e n ) Screening for colorectal cancer  
M a t e rnal and child health (wo m e n ) Prenatal care/maternal care
M a t e rnal and child health (children) Va c c i n a t i o n s
M a t e rnal and child health (children) Vision care
M a t e rnal and child health (children) Counseling about ove r we i g h t * / h e a l t hy eating

Tre a t m e n t :
H e a rt disease Recommended hospital care for heart failure 
Mental health and substance abu s e Receipt of treatment for depression
Mental health and substance abu s e Treatment for illicit drug use 
R e s p i r a t o ry diseases Recommended hospital care for pneumonia 
Nursing home, home health, and hospice care I m p r oved walking or mov i n g
Nursing home, home health, and hospice care Hospitalization of home care patients 
M a t e rnal and child health (wo m e n ) Recommended hospital care for heart attack 
M a t e rnal and child health (children) Hospital admissions for ga s t r o e n t e r i t i s

M a n a ge m e n t :
Diabetes Receipt of recommended services for diabetes 
Diabetes H e m oglobin, cholesterol, blood pressure control*
End stage renal disease (ESRD) A d e q u a cy of hemodialysis 
End stage renal disease (ESRD) R egistration for transplantation 
HIV and AIDS N ew AIDS cases  
HIV and AIDS PCP and MAC prophylaxis* 
R e s p i r a t o ry diseases Management of asthma for long-term control* i

Nursing home, home health, and hospice care Use of physical restraints
Nursing home, home health, and hospice care Presence of pressure sores
Nursing home, home health, and hospice care Hospice care* i i

M a t e rnal and child health (wo m e n ) N ew AIDS cases
M a t e rnal and child health (children) Hospital admissions for asthma*
* Supplemental measure

i This ye a r ’s report includes four supplemental measures of asthma management from the National Asthma Survey as
f o l l ows: counseling persons with asthma about recognizing an attack, counseling persons with asthma about changing their
e nvironment, use of a controller medication, and receipt of an asthma management plan.
ii This ye a r ’s report includes two supplemental measures of hospice care from the National Hospice and Pa l l i a t ive Care
O rganization Fa m i ly Evaluation of Hospice Care: hospice patients who did not receive the right amount of medicine for pain
and hospice patients who did not receive end-of-life care consistent with their stated wishes.
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E ff e c t i v e n e s s

C a n c e r

Number of deaths (2006 est.). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 6 4 , 8 3 03

Cause of death rank (2003). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 n d4

Number of Americans that have been diagnosed with cancer (2002 est.) . . . . . . . . . . . . . . . . . . . 1 0 , 1 0 0 , 0 0 03

N ew cases of cancer (2006 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 , 3 9 9 , 7 9 03

N ew cases of colorectal cancer (2006 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 4 8 , 6 1 03

Total costi i i ( 2 0 0 6 ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $206.3 billion5

Direct costsiv ( 2 0 0 6 ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $78.2 billion5

Cost eff e c t ive n e s sv of colorectal cancer screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 0 - $ 1 4 , 0 0 0 / Q A LY6

Cost eff e c t iveness of cervical cancer screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 1 4 , 0 0 0 - $ 3 5 , 0 0 0 / Q A LY6

P revention: Screening for Colorectal Cancer  

Ensuring that all populations have access to appropriate cancer screening services is a core element of
reducing cancer health disparities.7 This year the NHDR focuses on colorectal cancer; findings for breast
cancer are found in the 2005 NHDR.  Screening for colorectal cancer—including fecal occult blood testing,
s i g m o i d o s c o py, colonoscopy, and proctoscopy—is an eff e c t ive way of reducing new cases of late stage disease
and mortality caused by this cancer.  

Figure 2.1. Adults age 50 and over who report having ever received a sigmoidoscopy, colonoscopy, or

proctoscopy or who report fecal occult blood test within the past 2 years by race, ethnicity, income, and

education, 2000-2003

K e y : AI/AN=American Indian/Alaska Native.

S o u rc e : National Health Interview Survey, 2000, 2003.

R e f e rence population: Adults age 50 and over in the civilian

noninstitutionalized population.

N o t e : Age adjusted to the 2000 U.S. standard population.

i i iTotal cost is composed of the cost of medical care itself (direct cost) and the economic costs of morbidity and mort a l i t y
(indirect cost).
ivDirect costs are defined as “personal health care expenditures for hospital and nursing home care, drugs, home care, and
p hysician and other professional serv i c e s .”5

vCost eff e c t iveness is measured here by the average net cost of each quality adjusted life year (QALY) that is saved by the
p r ovision of a particular health intervention.  QALYs are a measure of a year of life adjusted for its value: 1 year in perfect
health is equal to 1.0 QALY, and a year in poor health would be something less than 1.0.  A lower cost per QALY save d
indicates a greater degree of cost eff e c t ive n e s s .
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• In both 2000 and 2003, the proportion of adults age 50 and over who had received recommended
colorectal cancer screening was signifi c a n t ly lower among Blacks and Asians compared with W h i t e s ;
among Hispanics compared with non-Hispanic Whites; among poor, near poor, and middle income
persons than among high income persons; and among persons with a high school education or less
compared with persons with any college education (Figure 2.1).

• From 2000 to 2003, the proportion of adults age 50 and over who had received recommended colorectal
cancer screenings increased signifi c a n t ly for the total population, Whites, non-Hispanic Whites, middle
income persons, high income persons, and persons with any college education.  

Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic status.v i , 8 To distinguish the
e ffects of race, ethnicity, income, and education on cancer screening, this measure is stratified by income and
education level. 

Figure 2.2. Adults age 50 and over who reported having ever received a sigmoidoscopy, colonoscopy, or

proctoscopy, or a fecal occult blood test within the past 2 years by race (left) and ethnicity (right), stratified

by income, 2003

S o u rc e : National Health Interview Survey, 2003.

R e f e rence population: Adults age 50 and over in the civilian noninstitutionalized population.

v i As described in Chapter 1, Introduction and Methods, income and educational attainment are used to measure
socioeconomic status in the NHDR.  
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Figure 2.3. Adults age 50 and over who reported having ever received a sigmoidoscopy, colonoscopy, or

proctoscopy, or a fecal occult blood test within the past 2 years by race (left) and ethnicity (right), stratified

by education, 2003

S o u rce: National Health Interview Survey, 2003.

R e f e rence population: Adults age 50 and over in the civilian noninstitutionalized population.

• Racial and ethnic differences in receipt of recommended colorectal screening va ry with income and
education level.  

• After controlling for income, significant differences between Blacks and Whites are eliminated.
D i fferences between high income Hispanics and non-Hispanic Whites are also eliminated, although
d i fferences for all other income groups persist (Figure 2.2).

• After controlling for education, significant differences between Blacks and Whites are eliminated.
D i fferences between Hispanics with at least some college education and respective non-Hispanic W h i t e s
are also eliminated, although differences for all other education groups persist (Figure 2.3).
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D i a b e t e s

Number of deaths (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 3 , 9 6 54

Cause of death rank (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 t h4

Total number of Americans with diabetes (2005) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 0 , 8 0 0 , 0 0 09

N ew cases (age 20 and ove r, 2005). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 , 5 0 0 , 0 0 09

Total cost (2002). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $132 billion1 0

Direct medical costs (2002) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $92 billion1 0

Management: Receipt of Recommended Services for Diabetes

E ff e c t ive management of diabetes includes HbA1cv i i testing, eye examination, and foot examination in the past
ye a r, as well as appropriate influenza immunization and lipid management.11, 12, 13

Figure 2.4. Adults age 40 and over with diabetes who had three recommended services for diabetes in the

past year, by race (this page, left), ethnicity (this page, right), family income (next page, left), and education

(next page, right), 2000-2003 

vii HbA1c is glycosylated hemoglobin and provides information about control of blood sugar leve l s .
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S o u rc e : Medical Expenditure Panel Survey, 2000-2003.

R e f e rence population: Civilian, noninstitutionalized population of adults age 40 and older.

N o t e : Recommended services for diabetes are: (1) HBA1c testing, (2) retinal eye examination, and (3) foot examination in past year.  Data

include persons with both type 1 and type 2 diabetes.  Rate is age adjusted to the 2000 standard population.

• In 2001, 2002, and 2003, the proportion of adults age 40 and over with diabetes who received three
recommended services was signifi c a n t ly lower among Hispanics compared with non-Hispanic W h i t e s
( Figure 2.4).v i i i

• In all 4 years, the proportion of adults age 40 and over with diabetes who received three recommended
s e rvices was signifi c a n t ly lower among poor compared with high income adults.  

• In 2002 and 2003, the proportion of adults age 40 and over with diabetes who received three
recommended services was signifi c a n t ly lower among near poor and middle income adults compared
with high income adults. 

• In 3 of the 4 years, the proportion of adults age 40 and over with diabetes who received three
recommended services was signifi c a n t ly lower among adults with a high school education or less
compared with adults with any college education.    

• In 2003, less than 35% of poor adults, less than 40% of near poor adults and almost 50% of adults age 40
and over with diabetes received the three recommended services compared with 60% of high income
adults with diabetes. 

• From 2000 to 2003, the proportion of adults age 40 and over with diabetes who received three
recommended services increased signifi c a n t ly for the total U.S. population, Whites, non-Hispanic W h i t e s ,
high income adults, and adults with a high school education. Although the 2002 and 2003 data show a
decrease for Blacks, the poor, near poor, and persons with some college education, the trend is not
s t a t i s t i c a l ly significant.  

v i i i For diabetes care findings for AI/ANs, see text on the focus on Indian Health Service facilities in Chapter 4, Priority
Po p u l a t i o n s .
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Management: Hemoglobin, Cholesterol, and Blood Pre s s u re Under Contro l

People with diagnosed diabetes often have other cardiovascular risk factors such as high blood pressure and high
cholesterol. The combination of these conditions with diabetes increases the likelihood of complications from
diabetes, such as heart disease and stroke.  Therefore, in addition to controlling blood sugar levels, diabetes
management often includes treating high blood pressure and high cholesterol. HbA1c testing determines the
average blood sugar level over 2-3 months and provides information about control of blood sugar leve l s .
Checking blood pressure and cholesterol levels is also needed to assess control of these risk fa c t o r s .i x

F i g u re 2.5. Adults age 40 and over with diagnosed diabetes with HbA1c (top left), total cholesterol (top right),

and blood pre s s u re (bottom left) under control, by race/ethnicity and income, 1988-1994 and 1999-2002

S o u rc e : National Health and Nutrition Examination Survey, 1988-1994 and

1 9 9 9 - 2 0 0 2 .

R e f e rence population: Civilian noninstitutionalized population with

diabetes age 40 and over.  

N o t e : Whites and Blacks are non-Hispanic groups; “Mexican American” is

used in place of “Hispanic” because the NHANES is designed to pro v i d e

estimates for this group rather than all Hispanics.  Age adjusted to the

2000 U.S. standard population

ix Blood pressure control guidelines were updated in 2005.  Prev i o u s ly, having a blood pressure reading of <140/90 mm Hg
was considered under control.  For this measure, the new threshold of <140/80 mm Hg has been applied to historical data for
the sake of consistency and comparability.
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• In 1999-2002, only 45.5% of adults with diagnosed diabetes had their HbA1c under optimal control
(<7.0%), and the proportion was signifi c a n t ly lower among Blacks and Mexican Americans compared
with Whites.  No significant changes were observed in the proportion of adults with diagnosed diabetes
with their HbA1c under control between the 1988-1994 and 1999-2002 time periods (Figure 2.5).  

• In 1999-2002, only 48.1% of adults with diagnosed diabetes had their total cholesterol under control
(<200 mg/dL).  In 1988-1994, poor adults were signifi c a n t ly more like ly than high income adults to have
their cholesterol under control, but in 1999-2002 this disparity was eliminated.  From 1988-1994 to 1999-
2002, the proportion of adults with diagnosed diabetes who had their cholesterol under control increased
s i g n i fi c a n t ly for all populations except poor adults.  

• In 1999-2002, only 53.4% of adults with diagnosed diabetes had their blood pressure under control
(<140/80 mm Hg based on average of three measurements). In 1999-2002, the proportion wa s
s i g n i fi c a n t ly lower among Blacks and Mexican Americans compared with Whites and among poor and
middle income adults compared with high income adults.  In 1988-1994, the proportion was signifi c a n t ly
l ower only among Blacks compared with Whites.  From 1988-1994 to 1999-2002, the proportion of
adults with diagnosed diabetes who had their blood pressure under control did not change signifi c a n t ly
for any group.  
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End Stage Renal Disease (ESRD)

Total ESRD deaths (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 2 , 5 8 81 4

Total cases (2003). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 5 2 , 9 5 71 4

N ew cases (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 0 2 , 5 6 71 4

Total ESRD program expenditures (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $27.3 billion1 4

Management: Adequacy of Hemodialysis 

End stage renal disease is failure of the kidneys to filter waste products from the body, necessitating dialy s i s .1 5

A d e q u a cy of dialysis is important to the 70% of ESRD patients on dialysis.  

Figure 2.6. Hemodialysis patients age 18 and over with adequate dialysis (urea reduction ratio 65% or

higher), by race (left) and ethnicity (right), 2001-2004 

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : ESRD Clinical Performance Measures Project, 2001-2004.

R e f e rence population:  ESRD hemodialysis patients age 18 and over.

• In all 4 years, the proportion of adult hemodialysis patients who received adequate dialysis wa s
s i g n i fi c a n t ly lower among Blacks and higher among Asians compared with Whites. (Figure 2.6).

• In 2003 and 2004, the proportion of adult hemodialysis patients who received adequate dialysis wa s
s i g n i fi c a n t ly higher among Hispanics compared with non-Hispanic W h i t e s .

• The proportion of adult hemodialysis patients who received adequate dialysis improved signifi c a n t ly from
2001 to 2004 for the total population of hemodialysis patients (data not shown), Whites, Blacks, non-
Hispanic Whites, and Hispanics.
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Management: Registration for Transplantation 

K i d n ey transplantation often allows persons with ESRD to continue a lifestyle most similar to that which they
had before their kidney fa i l u r e .1 6 It is important that persons with ESRD are registered on the waiting list for
k i d n ey transplantation to increase the likelihood of transplantation. Howeve r, there are many more people on
the waiting list for transplantation than people who receive transplantation; thus, being on the waiting list does
not ensure one will receive a transplant.1 7

Figure 2.7. Dialysis patients under age 70 registered on the waiting list for transplantation, by race (left)

and ethnicity (right), 1998-2003

K e y : AI/AN=American Indian or Alaska Native.

S o u rce: U.S. Renal Data System, 1998-2003.

R e f e rence population: ESRD hemodialysis patients and peritoneal dialysis patients age 0-70. 

• In all 6 years, the proportion of dialysis patients registered for transplantation was signifi c a n t ly lowe r
among Blacks and AI/ANs and higher among Asians compared with Whites (Figure 2.7).

• In all 6 years, the proportion of dialysis patients registered for transplantation was signifi c a n t ly lowe r
among Hispanics compared with non-Hispanic W h i t e s .

• From 1998 to 2003, the proportion of dialysis patients registered for transplantation improve d
s i g n i fi c a n t ly among Whites, Blacks, Asians, non-Hispanic Whites, and Hispanics, but no group achieve d
the Healthy People 2010 target of 66%.
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Heart Disease

Number of deaths (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 8 4 , 4 6 24

Cause of death rank (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 s t4

Number of cases of coronary heart disease each ye a r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 3 , 2 0 0 , 0 0 01 8

Number of cases of heart failure each ye a r. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 , 0 0 0 , 0 0 01 8

Number of cases of high blood pressure each ye a r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 5 , 0 0 0 , 0 0 01 8

Number of heart attacks each ye a r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 , 2 0 0 , 0 0 01 8

Number of new cases of congestive heart failure each ye a r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 5 0 , 0 0 01 8

Total cost of cardiovascular disease (2006 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $403.0 billion5

Total cost of congestive heart failure (2006 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $29.6 billion1 8

Direct medical costs of cardiovascular disease (2005 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $257.6 billion5

Cost eff e c t iveness of hy p e rtension screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 1 4 , 0 0 0 - $ 3 5 , 0 0 0 / Q A LY6

Cost eff e c t iveness of aspirin chemoprophy l a x i s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . cost sav i n g sx 6

P revention: Counseling Obese Adults About Overweight

This ye a r, new measures related to ove r weight and obesity are presented in the NHDR.  In this section,
measures for counseling obese adults about ove r weight and exercise are presented.  In Chapter 4, Priority
Populations, a measure for counseling children about ove r weight is presented in the section on children.  

O ver 32% of adults age 20 and older in the United States are obese,x i , 1 9 putting them at increased risk for
m a ny chronic, deadly conditions such as hy p e rtension, cancer, diabetes, and coronary heart disease.2 0

Reducing obesity is a major objective in preventing heart disease and stroke .2 1 Although physician guidelines
recommend that health care providers screen all adult patients for obesity,2 2 obesity remains underdiagnosed
among U.S. adults.2 3 The health care system has a central role to play in helping people become aware of the
risks of obesity when they are ove r weight and suggesting strategies for reducing these risks.  

x U n l i ke other interventions which often invo l ve greater costs for health benefits, this intervention actually results in net cost
s avings to society.
xi Obesity is defined as having a body mass index (BMI) of 30 or higher.  It is notewo rt hy that BMI incorporates both a
p e r s o n ’s weight and height in determining if he or she is ove r weight or obese.  
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Figure 2.8. Obese adults (body mass index of 30 or higher) age 20 and over who were told by a doctor or

health professional that they were overweight by race/ethnicity, income, and education, 1999-2002

S o u rc e : National Health and Nutrition Examination Survey, 1999-2002

R e f e rence population: Civilian noninstitutionalized population age 20 and

o v e r.

N o t e : Whites and Blacks are non-Hispanic populations. Education gro u p s

a re for adults age 25 and over only. Rates other than the total are age

adjusted to the 2000 standard population.

• O ver two-thirds (67.8%) of obese adults were told by a doctor or health professional that they we r e
ove r weight (Figure 2.8).  

• The proportion of obese adults who were told by a doctor or health professional that they we r e
ove r weight was signifi c a n t ly lower among Blacks and Mexican Americans compared with Whites; and
among adults with less than a high school education compared with adults with any college education.  
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P revention: Counseling Obese Adults About Exerc i s e

E xercise counseling within the clinical setting is an important component of eff e c t ive weight loss
i n t e rve n t i o n s .2 2 R egular exercise aids in weight loss and blood pressure control eff o rts, reducing the risk of
h e a rt disease, stroke, diabetes, and other diseases.  

Figure 2.9.  Obese adults (body mass index of 30 or higher) who were given advice about exercise by race

(top left), ethnicity (top right), income (bottom left), and education (bottom right), 2002 and 2003

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and over.  

• In both years, the proportion of obese adults who were given advice about exercise was signifi c a n t ly
l ower among Hispanics compared with non-Hispanic Whites; among poor, near poor, and middle income
adults compared with high income adults; and among adults with a high school education or less
compared with adults with any college education (Figure 2.9).  

• From 2002 to 2003, the proportion of adults who were obese who were given advise about exercises did
not change signifi c a n t ly for any group.  
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Each ye a r, multivariate analyses are conducted in support of the NHDR to identify the independent effects of
race, ethnicity, and socioeconomic status on quality of health care.  Past reports have listed some of these
findings.  This ye a r, the NHDR presents the results of a multivariate model for one measure: obese adults wh o
were given advice about exercise. Adjusted odds ratios are shown to quantify the relative magnitude of
disparities after controlling for a number of confounding factors.    

Figure 2.10.  Obese adults (body mass index of 30 or higher) who were given advice about exercise:

Adjusted odds ratios, 2002 and 2003

S o u rc e: Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Obese civilian noninstitutionalized population ages

18-64.  

N o t e : Adjusted odds ratios are calculated from logistic re g ression models

c o n t rolling for race, ethnicity, income, education, insurance, age, gender,

and residence location.  White, non-Hispanic White, high income, some

college, and private insurance are re f e rence groups with odds ratio=1; odds

ratios <1 indicate that group is less likely to receive service than re f e re n c e

g roup.  For example, compared with obese adults with private insurance,

the chances that obese adults with no insurance were given advice about

e x e rcise is 0.63 after controlling for other factors.  Another way to state this

is that obese adults with no insurance are 37% less likely than obese adults

with private insurance to receive advice about exercise.  

• In multivariate models controlling for race, ethnicity, income, education, insurance, age, gender, and
residence location, Hispanics were 29% less like ly than non-Hispanic Whites, poor individuals were 23%
less like ly than high income individuals, individuals with less than a high school education were 20% less
l i ke ly than individuals with some college education, and individuals with no health insurance were 37%
less like ly than individuals with private insurance to receive advice about exercise when obese (Fi g u r e
2.10).  
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Treatment: Recommended Hospital Care for Heart Failure 

Recommended hospital care for heart failure includes evaluation of the left ventricular ejection fraction and
receipt of an ACE inhibitor for the left ventricular systolic dysfunction.  

Figure 2.11. Recommended hospital care received by Medicare patients with heart failure, by race/

ethnicity, 2002-2004  

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : M e d i c a re Quality Improvement Organization program, 2002-2004. 

D e n o m i n a t o r : M e d i c a re beneficiaries hospitalized for heart failure, all ages.  

N o t e : Whites, Blacks, AI/ANs, and Asians are non-Hispanic gro u p s .

Composite incorporates the following measures:  (1) receipt of evaluation of

left ventricular ejection fraction, and (2) receipt of ACE inhibitor for left

ventricular systolic dysfunction.  Composite is calculated by averaging the

p e rcentage of the population that received each of the two incorporated

components of care.  For further details on composite measures, see

Chapter 1, Introduction and Methods.

• From 2002 to 2004, the overall percentage of Medicare patients with heart failure who receive d
recommended hospital care improved from 73.4% to 77.7% (Figure 2.11).

• In 2002 and 2004, this percentage was signifi c a n t ly lower among Hispanics compared with Whites.  In
2004 the percentage was also signifi c a n t ly lower among AI/ANs compared with Whites.  

• From 2002 to 2004, the percentage of Medicare patients with heart failure who received recommended
hospital care improved signifi c a n t ly for the total population and among Whites, Blacks, and Hispanics.  
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HIV and AIDS

Number of AIDS deaths (2004). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 5 , 7 9 82 4

Number of persons in the U.S. living with HIV (2003 est.) . . . . . . . . . . . . . . . . . . . . . . 1 , 0 3 9 , 0 0 0 - 1 , 1 8 5 , 0 0 02 5

Number of persons living in the U.S. with AIDS (2004) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 1 5 , 1 9 32 4

N ew cases of HIV annually (2003 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . a p p r ox i m a t e ly 40,0002 5

N ew AIDS cases (2004 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 2 , 5 1 42 4

Federal spending on HIV/AIDS care (fiscal year 2004). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $11.6 billion2 6

Management: PCP and MAC Pro p h y l a x i s

Management of chronic HIV disease includes outpatient and inpatient services. Because national data on HIV
care are not routinely collected, HIV measures tracked in NHDR come from the HIV Research Netwo r k ,
which consists of 18 medical practices across the United States that treat large numbers of HIV patients.
Although program data are collected from all Ryan White CARE Act gr a n t e e s ,2 7 the aggr egate nature of the
data make it difficult to assess the quality of care provided by Ryan White CARE Act providers.  Wi t h o u t
adequate treatment, as HIV disease progresses, CD4 cell counts fall and patients become increasingly
s u s c e p t i ble to opportunistic infections.  When CD4 cell counts fall below 200, medicine to preve n t
d evelopment of P n e u m o c y s t i s pneumonia (PCP) is routinely recommended; when CD4 cell counts fall below
50, medicine to prevent development of disseminated Mycobacterium avium c o m p l ex (MAC) infection is
r o u t i n e ly recommended.2 8
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Figure 2.12. HIV patients with CD4 cell count <200 who received PCP prophylaxis in the past year, by

race/ethnicity, 2003 

S o u rc e : HIV Research Network, 2003.

R e f e rence population: HIV patients age 18 and older receiving care fro m

HIV Research Network providers.  

Note: Whites and Blacks are non-Hispanic populations. 

• The proportion of HIV patients with CD4 cell count <200 who received PCP prophylaxis did not diff e r
s i g n i fi c a n t ly by race/ethnicity (Figure 2.12).

Figure 2.13. HIV patients with CD4 cell count <50 who received MAC prophylaxis in the past year, by

race/ethnicity, 2003 

S o u rc e : HIV Research Network, 2003.

R e f e rence population: HIV patients age 18 and older receiving care fro m

HIV Research Network providers.  

Note: Whites and Blacks are non-Hispanic populations.

• The proportion of HIV patients with CD4 cell count <50 who received MAC prophylaxis did not diff e r
s i g n i fi c a n t ly by race/ethnicity (Figure 2.13).  
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Management: New AIDS Cases  

C u rr e n t ly, existing comprehensive data on HIV infection rates across the Nation are lacking; howeve r, early
and appropriate treatment of HIV disease can delay progression to AIDS.  Improved management of chronic
HIV disease has like ly contributed to declines in new AIDS cases.  For example, as the use of highly active
a n t i r e t r oviral therapy (HAART) to treat HIV infection became widespread in the mid-1990s, rates of new
AIDS cases declined.2 9 , 3 0

Figure 2.14. New AIDS cases per 100,000 population age 13 and over, by race/ethnicity, 1998-2004

K e y : API=Asian or Pacific Islander; AI/AN=American Indian or Alaska

N a t i v e .

S o u rc e : HIV/AIDS Reporting System, 1998-2004.

R e f e rence population: U.S. population age 13 years and over. 

N o t e : The source categorizes race/ethnicity as a single item. White=non-

Hispanic White; Black=non-Hispanic Black.

• From 1998 to 2004, the overall rate of new AIDS cases declined from 18.0 to 17.1 cases per 100,000
persons (Figure 2.14).

• From 1998 to 2004, the rate of new AIDS cases fell from 80.7 to 72.1 per 100,000 among non-Hispanic
Blacks, from 31.3 to 25.0 per 100,000 among Hispanics, and from 8.2 to 7.1 per 100,000 among non-
Hispanic W h i t e s .

• In 2004, the rate of new AIDS cases among Blacks was more than 10 times as high and the rate among
Hispanics was over 3 times as high as the rate among W h i t e s .

• No group has accomplished the Healthy People 2010 target of 1.0 new AIDS case per 100,000
population.  
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Mental Health and Substance Abuse

Cause of death rank – suicide (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 1 t h4

Alcohol-related motor vehicle deaths (2004) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 6 , 6 9 43 1

Students grades 9-12 who have seriously considered suicide (2005). . . . . . . . . . . . . . . . . . . . . . . . . . . 1 6 . 9 %3 2

People 12 or older with alcohol and/or illicit drug dependence or abuse (2004) . . . . . . . . . . . . . 2 2 , 5 0 6 , 0 0 03 3

People 18 or older with diagnosable mental disorder (2004) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 1 , 4 1 7 , 0 0 03 3

Adults with co-occurring diagnosable mental disorder and                                                             
substance dependence or abuse (2004). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 , 6 0 0 , 0 0 03 3

Youth ages 12-17 with a major depressive episode during the past                                                
ye a r. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,225,000 (9.0 %)3 4

Adults 18 and older with a major depressive episode during the past                                              
ye a r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17,100,000 (8.0%)3 5

Lifetime prevalence of major depressive disorder. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 . 5 %3 6

Lifetime prevalence of dysthymic disorder . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 . 1 %3 6

People with any mental disorder in past ye a r, U.S. (2001-2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 8 . 1 %3 7

People with anxiety disorders, U.S. (2001-2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 8 . 7 %3 7

People with mood disorders, U.S. (2001-2003). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 . 7 %3 7

People with impulse-control disorders, U.S. (2001-2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 0 . 4 %3 7

People with substance abuse disorders, U.S. (2001-2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 . 2 %3 7

Direct medical expenditures for substance abuse and mental disorders (2001 est.) . . . . . . . . . . $104 billion3 8

Cost eff e c t iveness of problem drinking screening and brief counseling . . . . . . . . . . $ 1 4 , 0 0 0 - $ 3 5 , 0 0 0 / Q A LY6

In a cross-national survey among adults in 14 countries conducted from 2001-2003, the United States had the
highest rate with any mental disorders including substance abu s e .xii, 39 The proportion of those with any
mental disorders was 26%.  The 12-month prevalence of anxiety disorders in the United States is 18%; mood
disorders, 10%; impulse-control disorder, 7%; and any substance disorder is 4%. Mental health and substance
a buse treatment quality improvement programs have been shown to improve outcomes and reduce costs.3 7

Suicide is often the result of untreated depression, and may be prevented when its wa rning signs are detected
and treated.  Howeve r, cultural, religious, or social stigma in certain population groups prevents the
a c k n owledgment of the condition and hinders seeking care for depression, suicidal ideation, and related
c o n d i t i o n s .40, 41, 42 As a result, suicides are often underr e p o rted. Suicide rates should be used cautiously as a
measure of differences in access to quality care among population groups, especially among racial and ethnic
gr o u p s .43, 44

xii Readers should note that, to some extent, this finding may be attribu t a ble to different rates of screening and diagnosis for
d i fferent countries.  
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Treatment: Receipt of Treatment for Depre s s i o n

Treatment for depression is an eff e c t ive way to reduce the chances of future major depressive episodes.
H oweve r, cost of care, societal stigma, and fragmented organization of services represent significant barr i e r s
to treatment for depression.4 5

Figure 2.15.  Adults with a major depressive episode in the past year who received treatment for 

depression in the past year, 2004

S o u rc e : Substance Abuse and Mental Health Services Administration,

National Survey on Drug Use and Health, 2004.

R e f e rence population: U.S. population age 18 and older who had a major

d e p ressive episode in the past year.

N o t e : Major depressive episode is defined as a period of at least 2 weeks

when a person experienced a depressed mood or loss of interest or

p l e a s u re in daily activities and had a majority of the symptoms for

d e p ression as described in the 4th edition of the Diagnostic and Statistical

Manual of Mental Health Disorders (DSM-IV).  

• The proportion of adults with a major depressive episode in the past year who received treatment for
depression in the past year was signifi c a n t ly lower among adults with a high school education compared
with adults with any college education and among near poor compared with high income adults (Fi g u r e
2.15).  
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Treatment:  Treatment for Illicit Drug Use 

Illicit dru gx i i i use is a medical problem that can have a direct toxic effect on a number of body organs as we l l
as exacerbate numerous health and mental health conditions.  Treatment for illicit drug use at a specialty
facility is an eff e c t ive way to reduce the chances of future illicit drug use.

Figure 2.16.  Persons age 12 and over who needed treatment for illicit drug use and received it at a 

specialty facility in the past year, 2002-2004

S o u rc e : Substance Abuse and Mental Health Services Administration,

National Survey on Drug Use and Health, 2004.

R e f e rence population: U.S. population age 12 and over who needed

t reatment for illicit drug use in the past year.

N o t e : Estimates by education were only available for persons age 18 and

o v e r.  Received illicit drug treatment at a specialty facility refers to tre a t m e n t

received at a hospital (inpatient), a rehabilitation facility (inpatient or

outpatient), or mental health center in order to reduce or stop drug use, or

for medical problems associated with drug use.  Respondents were

classified as needing treatment for an illicit drug problem if they met at least

one of the three criteria during the past year: (1) dependent on any illicit

drug; (2) abuse of any illicit drug; or (3) received treatment for an illicit drug

p roblem at a specialty facility (i.e., drug and alcohol rehabilitation facilities

[inpatient or outpatient], hospitals [inpatient only], and mental health

centers).  

• The proportion of persons age 12 and over who needed treatment for illicit drug use and received it at a
specialty facility in the past year was signifi c a n t ly higher among Blacks compared with Whites; among
poor and near poor persons compared with high income persons; and among persons with a high school
education or less compared with persons with any college education (Figure 2.16).  

• The proportion of persons age 12 and over who needed treatment for illicit drug use and received it at a
specialty facility in the past year was signifi c a n t ly lower among AI/ANs compared with Whites.  

• O n ly Blacks and persons with less than a high school education achieved the Healthy People 2010 targ e t
of 24% of persons age 12 and over who needed treatment for illicit drug use actually receiving such
treatment.  

xiii Illicit drugs included in this measure are marijuana/hashish, cocaine (including crack), inhalants, hallucinogens, heroin, or
prescription-type psychotherapeutic (non-medical use) dru g s .
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Respiratory Diseases

Number of deaths due to lung diseases (2001) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 3 1 , 5 4 54 6

Number of deaths, influenza and pneumonia combined (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 4 , 8 4 74

Cause of death rank, influenza and pneumonia combined (2003). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 t h4

People 18 or over with an asthma attack in past 12 months, U.S. (2003). . . . . . . . . . . . . . . . . . . 1 3 , 6 2 3 , 0 0 04 7

People under 18 with an asthma attack in past 12 months, U.S. (2003). . . . . . . . . . . . . . . . . . . . . 3 , 9 7 5 , 0 0 04 8

Annual number of cases of the common cold in the U.S. (est) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . > 1 b i l l i o n4 9

Annual number of pneumonia cases due to S t reptococcus pneumoniae . . . . . . . . . . . . . . . . . . . . . . 4 , 8 0 0 , 0 0 05 0

Total cost of lung diseases (2006 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $144.2 billion5

Direct medical costs of lung diseases (2006 est.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $87.0 billion5

Total approximate cost of upper respiratory infections (annual) . . . . . . . . . . . . . . . . . . . . . . . . . . $40 billion5 1

Total cost of asthma (2004) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $27.6 billion4 6

Direct medical costs of asthma (2004). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $11.5 billion4 6

Cost eff e c t iveness of tobacco use screening and brief interve n t i o n . . . . . . . . . . . . . . . . . . . . . . . cost sav i n g s6

Cost eff e c t iveness of influenza immunization. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 0 - $ 1 4 , 0 0 0 / Q A LY6

Cost eff e c t iveness of pneumococcal immunization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . cost sav i n g s6

P revention: Pneumococcal Vaccination 

Vaccination is an eff e c t ive strategy for reducing illness, death, and disparities associated with pneumococcal
disease and influenza.52, 53

Figure 2.17. Adults age 65 and over who ever had pneumococcal vaccination, by race (this page, left), 

ethnicity (this page, right), income (next page, left), and education (next page, right), 1999-2004
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S o u rc e : National Health Interview Survey, 1999-2003.

R e f e rence population: Civilian noninstitutionalized population age 65 and over.

N o t e : Age adjusted to the 2000 standard population.

• In all 6 years, the proportion of adults age 65 and over who ever had pneumococcal vaccine wa s
s i g n i fi c a n t ly lower among Blacks compared with Whites; Hispanics compared with non-Hispanic W h i t e s ;
poor compared with high income elderly; and elderly with less than a high school education compared
with elderly with any college education (Figure 2.17).  

• In 5 of the 6 years, rates were also signifi c a n t ly lower among Asians compared with Whites; near poor
compared with high income elderly; and high school graduates compared with elderly who had any
c o l l ege education.

• From 1999 to 2004, the overall proportion of adults age 65 and over with pneumococcal vaccine (data not
s h own) improved signifi c a n t ly, from 49.9% to 57.0%.  Improvements were observed among Whites, non-
Hispanic Whites, near poor, middle income, and high income persons, and all education gr o u p s .

• No group achieved the Healthy People 2010 target of 90% of adults age 65 and over having receive d
pneumococcal vaccination.  
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Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic status.  To distinguish the eff e c t s
of race, ethnicity, income, and education on pneumococcal vaccination, this measure is stratified by income
and education level. 

Figure 2.18. Adults age 65 and over who ever had pneumococcal vaccination, by race (left) and ethnicity

(right), stratified by income, 2004

S o u rc e : National Health Interview Survey, 2004.

R e f e rence population: Civilian noninstitutionalized population age 65 and older.

N o t e : Age adjusted to the 2000 standard population. Estimates are not available for high income Hispanics.

Figure 2.19. Adults age 65 and over who ever had pneumococcal vaccination, by race (left) and ethnicity

(right), stratified by education, 2004

S o u rc e : National Health Interview Survey, 2004.

R e f e rence population: Civilian noninstitutionalized population age 65 and older. 

N o t e : Age adjusted to the 2000 standard population.

• Po o r, near poor, and Blacks of eve ry education level were signifi c a n t ly less like ly than respective W h i t e s
to report pneumococcal vaccination (Figures 2.18 and 2.19).

• Hispanics of eve ry income and education level were signifi c a n t ly less like ly than respective non-Hispanic
Whites to report pneumococcal va c c i n a t i o n .
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Management: Asthma Management for Long-Term Contro l

I m p r oving quality of care for people with asthma can reduce the occurrence of asthma attacks and avo i d a bl e
hospitalizations. The National Asthma Education and Prevention Program (NAEPP), coordinated by the
National Heart, Lung and Blood Institute, develops and disseminates science-based guidelines for the
diagnosis and management of asthma.5 4 These recommendations are built around four essential components
of asthma management critical for eff e c t ive long-term control of asthma: assessment and monitoring,
controlling factors contributing to symptom exacerbation, pharm a c o t h e r a py, and education for partnership in
c a r e .5 5

The National Asthma Survey in 2003, sponsored by the CDC National Center for Environmental Health and
conducted by the National Center for Health Statistics, is the most comprehensive national data set on asthma
p r evalence and asthma care.  It examines the health, socioeconomic, behavioral, and environmental predictors
that relate to better control of asthma. 

Counseling persons with asthma about re c ognizing an attack. Patient self-assessment is one of the primary
methods for monitoring asthma.  Patients should be trained to recognize symptom patterns indicating
inadequate asthma control and the need for additional therapy.

Figure 2.20. Persons with current asthma who reported they were taught to recognize early signs of an

attack, by race, ethnicity, income, and education, 2003

S o u rc e : Centers for Disease Control and Prevention, National Center for

Health Statistics, National Asthma Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population with asthma,

all ages. Education groups are for adults age 25 and over only.

N o t e : Numerical income categories are used in place of the NHDR’s usual

descriptive categories because that is how data are collected for this

m e a s u re .

• The percentage of those with current asthma who reported they were taught to recognize early signs of an
attack was 69.7% (Figure 2.20).

• High school graduates with current asthma were signifi c a n t ly less like ly to report that they were taught to
r e c ognize early signs of an attack compared with people with at least some college education. No other
s i g n i ficant differences were observed.  
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Counseling persons with asthma about changing their env i ro n m e n t . E nvironmental tobacco smoke, dust
mites, cockroaches, and animal allergens can trigger asthma exacerbations in sensitized persons.  Ways of
controlling environmental triggers and reducing exposure to environmental allergens and irritants should be
discussed with asthma patients.

Figure 2.21. Persons with current asthma who reported they were told how to change their environment to

help control their asthma, by race, ethnicity, income, and education, 2003

S o u rc e : Centers for Disease Control and Prevention, National Center for

Health Statistics, National Asthma Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population with asthma,

all ages. Education groups are for adults age 25 and over only.

N o t e : Numerical income categories are used in place of the NHDR’s usual

descriptive categories because that is how data are collected for this

m e a s u re .

• N e a r ly half (48.8%) of persons with current asthma reported they were told how to change their
e nvironment to help control their asthma (Figure 2.21).

• Persons with a high school education or less with current asthma were signifi c a n t ly less like ly than
persons with at least some college education to report they were told how to change their environment to
help control their asthma.  No other significant differences were observed.  
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Use of a controller medication. D a i ly long-term control medication is necessary to prevent exacerbations and
chronic symptoms for all patients with persistent asthma.  Appropriate controller medications for people with
mild persistent asthmax iv, 55, 56 include inhaled corticosteroids, cromolyn, nedocromil, theophylline, or
l e u kotriene modifi e r s .5 7

Figure 2.22. Persons with current asthma who reported using a controller medication in the past 3 months,

by race, ethnicity, income, and education, 2003

S o u rce: Centers for Disease Control and Prevention, National Center for

Health Statistics, National Asthma Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population with asthma,

all ages. Education groups are for adults age 25 and over only.

N o t e : Numerical income categories are used instead of the NHDR’s usual

descriptive categories because that is how data are collected for this

m e a s u re .

• The percentage of persons with current asthma who reported using a controller medication in the past 3
months was 40.4% (Figure 2.22).

• Blacks with current asthma were signifi c a n t ly less like ly than Whites to report using a controller
medication in the past 3 months.  No other significant differences were observed.  

x iv “Mild persistent asthma” refers to people who experience asthma symptoms more than 2 days per week, more than 2
nights per month, and other clinical indicators.
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Receipt of an asthma management plan. P r oviders should develop a written plan as part of educating
patients regarding self management, especially for patients with moderate or severe persistent asthma and
those with a history of severe ex a c e r b a t i o n .

Figure 2.23. Persons with current asthma who reported they received an asthma management plan, by

race, ethnicity, income, and education, 2003

S o u rc e : Centers for Disease Control and Prevention, National Center for

Health Statistics, National Asthma Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population with asthma,

all ages. Education groups are for adults age 25 and over only.

N o t e : Numerical income categories are used instead of the NHDR’s usual

descriptive categories because that is how data are collected for this

m e a s u re .

• O n ly 27.7% of persons with current asthma reported receiving an asthma management plan (Fi g u r e
2 . 2 3 ) .

• There were no significant differences by race, ethnicity, income, or education in reported receipt of an
asthma management plan.  No other significant differences were observed.  
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Treatment: Recommended Hospital Care for Pneumonia

A p p r ox i m a t e ly 5 million cases of pneumonia occur annually and result in nearly 55 million days of restricted
a c t iv i t y, 31.5 million bed days, and 1.3 million hospitalizations each ye a r.5 8 The Centers for Medicare &
Medicaid Services tracks a set of measures for quality of pneumonia care for hospitalized patients from the
CMS Quality Improvement Organization (QIO) program which has been adopted by the Hospital Quality
Alliance (HQA).  

Figure 2.24. Recommended hospital care received by Medicare patients with pneumonia, by race/ethnicity,

2002-2004  

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : Quality Improvement Organization program, 2002-2004.

D e n o m i n a t o r : M e d i c a re beneficiaries with pneumonia who are

hospitalized, all ages.  

Note: Whites, Blacks, Asians, and AI/ANs are non-Hispanic gro u p s .

Composite includes the following five measures:   (1) receipt of antibiotics

within 4 hours, (2) receipt of appropriate antibiotics, (3) receipt of blood

c u l t u re before antibiotics, (4) receipt of influenza screening (i.e., person is

assessed as to whether he or she would be a good candidate for

vaccination) or vaccination, and (5) receipt of pneumococcal screening  or

vaccination.  Composite is calculated by averaging the percentage of

opportunities for care in which the patient received all five incorporated

components of care.  For further details on composite measures, see

Chapter 1, Introduction and Methods.

• From 2002 to 2004, the overall percentage of Medicare patients with pneumonia who receive d
recommended hospital carex v i m p r oved signifi c a n t ly from 54.3% to 64.4% (Figure 2.24).

• In all 3 years, this percentage was signifi c a n t ly lower among Blacks and Hispanics compared with
Whites.  In 2004 the percentage was also signifi c a n t ly lower among Asians compared with Whites.  

• From 2002 to 2004, the percentage of Medicare patients with pneumonia who received recommended
hospital care improved signifi c a n t ly for the total population and among all racial/ethnic groups.  

x v “Recommended hospital care” is a composite of five separate measures (see Note to Figure 2.24 above for a list of these
measures).  For further details on composite measures, see Chapter 1, Introduction and Methods.
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Nursing Home, Home Health, and Hospice Care

Number of nursing home residents (1999) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 , 6 0 0 , 0 0 05 9

Number of home health patients (2000). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 , 4 6 0 , 8 0 06 0

Number of current hospice care patients (2000). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 0 5 , 5 0 06 1

D i s c h a rges from nursing homes (1998-1999) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 , 5 0 0 , 0 0 05 9

D i s c h a rges from home health agencies (2000) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 , 8 0 0 , 1 0 06 0

D i s c h a rges from hospice care (2000) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 2 1 , 0 0 06 1

Total cost of nursing home services (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . >$110.8 billion6 2

Total cost of home health services (2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $40 billion6 2

Annual national expenditures for hospice care for decedents (1992-1996) . . . . . . . . . . . . . . . $1.232 billion6 3

Percent of health care expenditures for hospice care in last 6 months of life . . . . . . . . . . . . . . . . . . . . . . 7 4 %6 3

This section highlights two core measures of nursing home quality of care—use of physical restraints and
presence of pressure sores—and two measures of home health care quality—improvement in walking or
m oving around and episodes with acute care hospitalization.

Management: Use of Physical Restraints Among Nursing Home Residents

While restraining nursing home residents is sometimes a component of keeping residents safe and well cared
f o r, residents who are restrained daily can become weak, lose their ability to go to the bathroom by
t h e m s e l ves, and develop pressure sores or other medical complications. Restraints should be used only wh e n
t h ey are necessary as part of the medical treatment. 

Figure 2.25. Long-stay nursing home residents who were physically restrained by race/ethnicity, 1999-2004

K e y : API=Asian or Pacific Islander; AI/AN=American Indian or Alaska

N a t i v e .

S o u rc e : CMS Minimum Data Set, 1999-2004. Data are from the third

quarter of each calendar year.

D e n o m i n a t o r : Long-stay nursing home residents, all ages.

N o t e : White, Black, API, and AI/AN are non-Hispanic groups.  Long-stay

residents are persons in an extended/permanent nursing home stay.      

• In all 6 years, the proportion of residents who were phy s i c a l ly restrained was signifi c a n t ly higher among
APIs and Hispanics compared with Whites (Figure 2.25). 

• In 2003 and 2004, the proportion of residents who were phy s i c a l ly restrained was signifi c a n t ly lowe r
among Blacks compared with Whites; and in 2004, the proportion was signifi c a n t ly higher among
AI/ANs compared with Whites. 
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• From 1999 to 2004, the proportion of residents who were phy s i c a l ly restrained fell from 10.7% to 7.3%.
S i g n i ficant improvements were observed in the use of restraints among all racial/ethnic gr o u p s .

Management: Presence of Pre s s u re Sores Among Nursing Home Residents

A pressure ulcer, or pressure sore, is an area of broke n - d own skin caused by sitting or lying in one position for
an extended period of time. Residents should be assessed by nursing home staff for presence or risk of
d eveloping pressure sores.  Nursing homes can help to prevent or heal pressure sores by keeping residents
clean and dry and by changing their position frequently or helping them move around, making sure residents
get proper nutrition, and using soft padding to reduce pressure on the skin. Howeve r, some residents may get
pressure sores even when a nursing home provides good preve n t ive care.

Figure 2.26. Long-stay high-risk nursing home residents (left) and short-stay residents (right) who 

developed pressure sores, by race/ethnicity, 1999-2004 

Key: API=Asian or Pacific Islander; AI/AN=American Indian or Alaska Native.

S o u rc e : CMS Minimum Data Set, 1999-2004. Data for long-stay residents are from the third quarter of each calendar year. Data for short-

stay residents are full calendar year estimates.

D e n o m i n a t o r : Long-stay nursing home residents (left), and short-stay nursing home residents (right).

N o t e : White, Black, API, and AI/AN are non-Hispanic groups.  Long-stay residents are persons in an extended/permanent nursing home

s t a y.  Short-stay residents are persons needing skilled nursing care or rehabilitation services following a hospital stay but who are expected

to re t u rn home.        

• In all 6 years, the proportion of long-stay high-riskx v i residents who developed pressure sores wa s
s i g n i fi c a n t ly higher among Blacks, AI/ANs, and Hispanics compared with Whites (Figure 2.26). In 2004
the proportion of residents who developed pressure sores was signifi c a n t ly lower among APIs compared
with Whites.  

• From 1999 to 2004, the proportion of long-stay high-risk residents who developed pressure sores fell
from 14.3% to 13.5%.  Significant improvements were observed among Whites, Blacks, APIs, and
Hispanics, but the proportion did not change signifi c a n t ly for AI/ANs. 

xvi H i g h - r i s k residents are those who are in a coma, who do not get or absorb the nutrients they need, or who cannot move
or change position on their own. Conve r s e ly, l ow - r i s k residents can be active, can change positions, and are getting and
absorbing the nutrients they need.
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• In all 6 years, the proportion of short - s t ay residents who had pressure sores was signifi c a n t ly higher
among Blacks and Hispanics compared with Whites. In 2004, the proportion was signifi c a n t ly higher
among APIs compared with Whites.  

• In 1999, the proportion was also signifi c a n t ly higher among AI/ANs compared with Whites, but in the
latter years this disparity was eliminated.  

• From 1999 to 2004, the proportion of short - s t ay residents who had pressure sores decreased signifi c a n t ly
for the total population and among all racial/ethnic groups.  

Treatment: Improvement by Home Health Patients in Walking or Moving Around 

H ow well a patient improves in ability level while getting home health care is a reflection of the prov i d e r ’s
quality of service, the patient’s level of cooperation, and the patient’s ava i l a ble support system.  Improve d
a m bulation, i.e., getting better at walking or using a wheel chair, is a measure of improved outcomes.x v i i

Figure 2.27.  Home health care episodes with patients who get better at walking or moving around, by race

(left) and ethnicity (right), 2002-2004

Key: NHOPI=Native Hawaiian or Other Pacific Islander; AI/AN=American Indian or Alaska Native.

S o u rc e : CMS Outcome and Assessment Information Set, 2002-2004.

D e n o m i n a t o r : Patients with home health care episodes.

N o t e : An episode is the time during which a patient is under the direct care of a home health agency.  It starts with the

b e g i n n i n g / resumption of care and finishes when the patient is discharged from home health care or transferred to an inpatient facility. 

Some patients have multiple episodes in a year.

• In all 3 years, the proportion of home health care patients who got better at walking and moving around
was signifi c a n t ly higher among NHOPIs compared with Whites (Figure 2.27).  

• In 2002 and 2003, the proportion was also signifi c a n t ly higher among Asians compared with Whites, bu t
in 2004 this disparity was eliminated.

• From 2002 to 2004, the proportion of home health care patients who got better at walking and mov i n g
around improved signifi c a n t ly for the total population (data not shown), Whites, Blacks, Asians, A I / A N s ,
multiple race persons, non-Hispanic Whites, and Hispanics.  

x v i i In cases of patients with some neurological conditions, such as progr e s s ive multiple sclerosis or Pa r k i n s o n ’s disease,
a m bulation may not improve even when the nursing home or home health service provides good care.
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Treatment: Acute Care Hospitalization of Home Health Patients

I m p r ovement in the acute care hospitalization outcome is demonstrated by a decrease in the percentage of
patients who had to be admitted to the hospital; lower percentages are the desirable outcome. Howeve r, patients
m ay need to go into the hospital while they are getting care; and, in some instances, this may not be avo i d a bl e
even with good home health care. Acute care hospitalization may be avoided if the home health staff
a d e q u a t e ly checks the patient’s health condition at each visit to detect problems early. 

Figure 2.28.  Home health care episodes with patients who were admitted to the hospital, by race (left) and

ethnicity (right), 2002-2004

K e y : NHOPI=Native Hawaiian or Other Pacific Islander; AI/AN=American Indian or Alaska Native.

S o u rc e : CMS Outcome and Assessment Information Set, 2002-2004.

D e n o m i n a t o r : Patients with home health care episodes.

N o t e : An episode is the time during which a patient is under the direct care of a home health agency.  It starts with the

b e g i n n i n g / resumption of care and finishes when the patient is discharged from home health care or transferred to an inpatient facility. Some

patients have multiple episodes in a year.  

• In all 3 years, the proportion of home health care patients who were admitted to the hospital wa s
s i g n i fi c a n t ly higher among Blacks and AI/ANs and signifi c a n t ly lower among Asians compared with
Whites; the proportion was signifi c a n t ly higher among Hispanics compared with non-Hispanic W h i t e s
( Figure 2.28).  

• In 2002 and 2004, multiple race persons were also signifi c a n t ly more like ly than Whites to be
h o s p i t a l i z e d .

• From 2002 to 2004, the proportion of home health care patients who were admitted to the hospital
increased signifi c a n t ly for Asians and AI/ANs.  
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Management: Hospice Care

Hospice care is generally delivered at the end of life to patients with a terminal illness or condition requiring
c o m p r e h e n s ive medical care; it also includes psychosocial and spiritual support for the patient and fa m i ly.
The goal of end-of-life care is to achieve a “good death” defined by the IOM as one that is “free from
avo i d a ble distress and suffering for patients, families, and careg ivers; in general accord with the patient’s and
fa m i l i e s ’ wishes; and reasonably consistent with clinical, cultural, and ethical standards.”6 4 The National
Hospice and Pa l l i a t ive Care Orga n i z a t i o n ’s Fa m i ly Evaluation of Hospice Care survey examines the quality of
hospice care for patients and their fa m i ly members. Fa m i ly respondents report how well hospices respect
patient wishes, communicate about illness, control symptoms, support dying on one’s own terms, and prov i d e
fa m i ly emotional support .xviii, 65

Pain manage m e n t . Addressing the comfort aspects of care, such as relief from pain, fatigue, and nausea, is
an important component of hospice care.x i x

Figure 2.29. Hospice patients who did not receive the right amount of medicine for pain, by race, ethnicity,

and education, 2005

K e y : AI/AN=American Indian or Alaska Native; API=Asian or Pacific

I s l a n d e r.

S o u rc e : National Hospice and Palliative Care Organization Family

Evaluation of Hospice Care, 2005.

D e n o m i n a t o r : Adult hospice patients.

• The proportion of hospice patients whose families reported that they did not receive the right amount of
medicine for pain was 5.9% in 2005 (Figure 2.29).

x v i i i This survey provides unique insight into end-of-life care and captures information about a large proportion of hospice
patients but is limited by non-random data collection and a response rate of about 40%. In addition, race and ethnicity we r e
not reported by large numbers of respondents.  These limitations should be considered when interpreting these findings. 

x i x This measure is based on responses from a fa m i ly member of the deceased.  In interpreting it, it should be noted that
fa m i ly members may or may not be able to determine whether the right amount of medicine for pain was administered.  
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• The percentage of hospice patients who did not receive the right amount of medicine for pain wa s
s i g n i fi c a n t ly higher among Blacks and APIs compared with Whites and among Hispanics compared with
non-Hispanic W h i t e s .

End-of-life care. End-of-life care should respect a patient’s stated end-of-life wishes. This includes shared
communication and decisionmaking between providers, patients, and fa m i ly members and respect of cultural
b e l i e f s .

Figure 2.30. Hospice patients who received care inconsistent with their stated end-of-life wishes, by race,

ethnicity, and education, 2005

K e y : AI/AN=American Indian or Alaska Native; API=Asian or Pacific Islander.

S o u rce: National Hospice and Palliative Care Organization Family

Evaluation of Hospice Care, 2005.

D e n o m i n a t o r : Adult hospice patients.

• The overall proportion of hospice patients whose families reported that they did not receive end-of-life
care consistent with their stated wishes was 5% in 2005 (Figure 2.30).

• The percentage of patients who did not receive care consistent with their stated end-of-life wishes wa s
s i g n i fi c a n t ly higher among Blacks, APIs, and AI/ANs compared with Whites and among Hispanics
compared with non-Hispanic Whites.  This percentage was also signifi c a n t ly higher among hospice
patients with less than a high school education and high school graduates compared with those that had
a ny college education.
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Patient Safety

Number of Americans that die each year from medical errors (1999 est) . . . . . . . . . . . . . . . . 4 4 , 0 0 0 - 9 8 , 0 0 06 6

Number of Americans that die in the hospital each year due to 18 types                                         
of medical injuries (2000 est) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . at least 32,0006 7

Rate of adverse drug reactions in hospital admissions. . . . . . . . . . . . . . . . . . . . . . . . . . . 2 . 0 % - 6 . 7 %68, 69, 70, 71

Rate of adverse drug events among Medicare beneficiaries                                                             
in ambu l a t o ry settings. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 50 per 1,000 person-ye a r s

Percentage of serious, life-threatening, or fatal events deemed preve n t a bl e . . . . . . . . . . . . . . . . . . . . . . . . 4 0 %
Cost (in lost income, disability, and health care costs) attribu t a ble to                                             

medical errors (1999 est) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $29 billion6 6

Groups with higher rates of some safety eve n t s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . racial minorities72, 73

This section highlights six measures of patient safety in three areas: postoperative complications, other
complications of hospital care, and complications of medications. (For findings related to all core measures of
patient safety, see Ta ble 2.2a.)

Postoperative Complications 

A d verse health events can occur during episodes of care, especially during and right after surg e ry.  A l t h o u g h
some of the events may be related to a patient’s underlying condition, many of them can be avoided if
adequate care is provided. 

Po s t o p e ra t ive care composite. Patients are vulnerable to experiencing a variety of complications soon after
t h ey undergo surg e ry.  Complications may include, but are not limited to, pneumonia, bladder infection, and
blood clots in the legs. 

Figure 2.31. Surgical patients with postoperative care complications, by race, 2003 and 2004

S o u rc e: Centers for Medicare & Medicaid Services, Medicare Patient

Safety Monitoring System, 2003-2004.

D e n o m i n a t o r : Hospitalized Medicare patients having surg e r y, all ages.

N o t e : Postoperative care complications included in this composite are

postoperative pneumonia, urinary tract infection, and venous

t h romboembolic event (blood clot in the leg).

• In both years, Black surgical patients had 
s i g n i fi c a n t ly higher rates of postoperative complications 
compared with White patients (Figure 2.31).

• From 2003 to 2004, rates of postoperative 
complications did not change signifi c a n t ly overall or 
for either racial group.  
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Po s t o p e ra t ive wound infections. Infections acquired during hospital care (nosocomial infections) are among
the most serious safety concerns.  A common hospital-acquired infection is a wound infection follow i n g
s u rg e ry.  Hospitals can reduce the risk of wound infection after surg e ry by making sure patients get the right
antibiotics at the right time on the day of their surg e ry. Research shows that surg e ry patients who get
antibiotics within the hour before their operation are less like ly to get wound infections; getting an antibiotic
e a r l i e r, or after surg e ry begins, is not as eff e c t ive. Howeve r, taking these antibiotics for more than 24 hours
after routine surg e ry is usually not necessary and can increase the risk of side effects such as stomach aches,
serious types of diarrhea, and antibiotic resistance.  Among adult Medicare patients having surg e ry, the NHDR
tracks a composite of two measures: receipt of antibiotics within 1 hour prior to surgical incision and
discontinuation of antibiotics within 24 hours after end of surg e ry.

Figure 2.32. Appropriate timing of antibiotics received among adult surgical Medicare patients, by 

race/ethnicity, 2004

K e y : AI/AN=American Indian or Alaska Native.

S o u rce: M e d i c a re Quality Improvement Organization Program, 2004.

D e n o m i n a t o r : M e d i c a re patients age 18 and over having surg e r y. 

N o t e : Whites, Blacks, Asians, and AI/ANs are non-Hispanic groups.  

• In 2004, overall timing of antibiotics for adult Medicare patients having surg e ry was appropriate 57.7% of
the time.  A p p r o p r i a t e ly timed antibiotics were provided signifi c a n t ly less often to Blacks, AI/ANs, and
Hispanics compared with Whites (Figure 2.32).
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Other Complications of Hospital Care

Types of care delivered in hospitals, in addition to surg e ry, can place patients at risk for injury or death.

A dve rse events associated with central venous catheters . Patients who require a central venous catheter to
be inserted into the great vessels of their heart tend to be seve r e ly ill.  Howeve r, the procedure itself can result
in a number of infectious and non-infectious complications.

Figure 2.33. Central venous catheter complications, by race, 2003 and 2004

S o u rc e : M e d i c a re Patient Safety Monitoring System, 2003 and 2004.

D e n o m i n a t o r : Hospitalized Medicare patients with central venous catheter

placement, all ages.

N o t e : Central venous catheter complications included in this composite are

b l o o d s t ream infection and mechanical adverse events.

• No significant racial disparities in rates of central venous catheter complications among Medicare
patients were observed (Figure 2.33).

• From 2003 to 2004, the rate of central venous catheter complications did not change signifi c a n t ly ove r a l l
or for either racial gr o u p .
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Deaths fo l l owing complications of care. M a ny complications that arise during hospital stays cannot be
p r evented.  Howeve r, rapid identification and aggr e s s ive treatment of complications may prevent these
complications from leading to death.  This indicator, also called “failure to rescue,” tracks deaths among
patients whose hospitalizations are complicated by pneumonia, thromboembolic event, sepsis, acute renal
failure, shock, cardiac arrest, and gastrointestinal bleeding or acute ulcer.

Figure 2.34. Deaths per 1,000 patients following complications of care by race/ethnicity, 2001-2003

Key: API=Asian or Pacific Islander.

S o u rc e : HUCP State Inpatient Databases disparities analysis file, 2001-

2 0 0 3 .

D e n o m i n a t o r : Patients less than 75 years old from U.S. community

hospitals whose hospitalization is complicated by pneumonia,

t h romboembolic event, sepsis, acute renal failure, shock, cardiac arrest, and

g a s t rointestinal bleeding or acute ulcer. 

• In all 3 years, the rates of in-hospital deaths following complications of care were signifi c a n t ly higher
among APIs compared with Whites (Figure 2.34).  

• From 2001 to 2003, the rates of in-hospital deaths following complications of care decreased signifi c a n t ly
overall and for all racial gr o u p s .

Complications of Medications

Complications of medication are common safety problems.  Some adverse drug events may be related to
misuse of medication but others are not.  Howeve r, prescribing medications that are inappropriate for a specifi c
population may increase the risk of adverse drug events.  

A dve rse drug events in the hospital. Some medications used in hospitals can cause serious complications.
The Medicare Patient Safety Monitoring System tracks a number of adverse drug events including serious
bleeding associated with intravenous heparin, low molecular weight heparin, or wa r farin and hy p og ly c e m i a
associated with insulin or oral hy p og ly c e m i c s .
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Figure 2.35. Medication-related adverse drug events among Medicare inpatients, by race, 2004

S o u rc e : Centers for Medicare & Medicaid Services, Medicare Patient Safety

Monitoring System, 2004.

D e n o m i n a t o r : Random sample of Medicare medical re c o rds, all ages.

• In 2004, adverse drug events in the hospital related to 
some frequently used medications were not uncommon.

• Hospitalized Black Medicare beneficiaries were 
s i g n i fi c a n t ly more like ly to have adverse drug events 
associated with insulin or oral hy p og lycemics than W h i t e
Medicare beneficiaries Figure 2.35).

I n a p p ropriate medication use among the elderly. Some drugs that are appropriate for some patients are
considered potentially harmful for elderly patients but neve rtheless are prescribed to them.xx, 74

Figure 2.36. Inappropriate medication use by the elderly, 2000-2003 

S o u rc e : Agency for Healthcare Research and Quality, Medical Expenditure

Panel Survey, 2000-2003.

R e f e rence population: Civilian noninstitutionalized population age 65 and

o v e r.

• There were no statistically significant differences in rates 
of inappropriate medication use among elderly Blacks 
and Whites (Figure 2.36).

• From 2000 to 2003, rates of inappropriate medication 
use did not change signifi c a n t ly for any population.

x x D rugs that should always be avoided for elderly patients include barbiturates, flurazepam, meprobamate, chlorp r o p a m i d e ,
meperidine, pentazocine, trimethobenzamide, belladonna alkaloids, dicyclomine, hyo s cyamine, and propantheline.  Dru g s
that should often be avoided for elderly patients include carisoprodol, chlorzoxazone, cyclobenzaprine, metaxalone,
methocarbamol, amitriptyline, chlordiazepoxide, diazepam, doxepin, indomethacin, dipyridamole, ticlopidine, methy l d o p a ,
r e s e rpine, disopyramide, ox y butynin, chlorpheniramine, cyproheptadine, diphenhydramine, hy d r oxyzine, promethazine, and
p r o p ox y p h e n e .
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T i m e l i n e s s

Timeliness is the health care system’s capacity to provide care quickly after a need is recognized.  For patients,
lack of timeliness can result in emotional distress, physical harm, and financial consequences.75, 76 Fo r
example, stroke patients’ m o rtality and long-term disability are larg e ly influenced by the timeliness of
t h e r a py.77, 78 Ti m e ly delive ry of appropriate care can also help reduce mortality and morbidity for chronic
conditions such as chronic kidney disease,7 9 and timely antibiotic treatments are associated with improve d
clinical outcomes.8 0 Ti m e ly delive ry of childhood immunizations helps maximize protection from va c c i n e -
p r eve n t a ble diseases while minimizing risks to the child and reducing the chance of disease outbreaks.8 1

E a r ly care for comorbid conditions has been shown to reduce hospitalization rates and costs for Medicare
b e n e fi c i a r i e s .8 2 Some research suggests that, over the course of 30 years, the costs of treating diabetic
complications can approach $50,000 per patient.8 3 E a r ly care for complications in patients with diabetes can
reduce overall costs of the disease.8 4 Ti m e ly outpatient care can reduce admissions for pediatric asthma,
which account for $1,257 million in total hospitalization charges annually.8 5 Measures of timeliness
highlighted in this section include getting care for illness or injury as soon as wanted and emerg e n cy
d e p a rtment visits where the patient left without being seen. (For findings related to all core measures of
timeliness, see Ta bles 2.3a and 2.3b. )

Getting Care for Illness or Injury As Soon As Wanted 

The ability of patients to receive illness and injury care in a timely fashion is a key element in a patient-
focused health care system.

Figure 2.37.  Adults age 18 and over who reported sometimes or never getting care for illness or injury as

soon as wanted in the past year, by race, ethnicity, income, and education, 2002-2003

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and

o l d e r.

• In both years, the proportion of adults who reported sometimes or never getting care for illness or injury
as soon as wanted was signifi c a n t ly higher among Blacks compared with Whites; among Hispanics
compared with non-Hispanic Whites; among poor, near poor, and middle income individuals compared
with high income individuals; and among persons with less than a high school education compared with
persons with some college.  In 2002, the proportion was also signifi c a n t ly higher among Asians compared
with Whites, but in 2003, the difference between Asians and Whites was eliminated (Figure 2.37).
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• From 2002 to 2003, the proportion of adults who reported sometimes or never getting care for illness or
i n j u ry as soon as wanted decreased signifi c a n t ly for the total population and among Whites, non-
Hispanic Whites, high income individuals, and persons with at least some college education.

Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic status. To distinguish the effects of
race, ethnicity, income, and education on timeliness of primary care, this measure is stratified by income and
education level. 

Figure 2.38.  Adults who reported sometimes or never getting care for illness or injury as soon as wanted

in the past year, by race (left) and ethnicity (right), stratified by income, 2003 

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and older.

Figure 2.39.  Adults who reported sometimes or never getting care for illness or injury as soon as wanted

in the past year, by race (left) and ethnicity (right), stratified by education, 2003 

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and older.
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• Socioeconomic status explains some but not all of the ethnic differences in timeliness of primary care.  

• After stratification by income and education, near poor and high income Hispanics and Hispanics with a
high school education or less were still signifi c a n t ly more like ly than respective non-Hispanic Whites to
r e p o rt problems getting care for illness or injury as soon as they wanted (Figures 2.38 and 2.39).  In
contrast, all Black-White differences were not signifi c a n t .

Emergency Department Visits Where Patient Left Without Being Seen 

In 2001, patients who had an emerg e n cy department (ED) visit in the United States spent an average of 3.2
hours waiting to be seen.8 6 This may reflect the 20% increase in ED visit volumes over the past 10 years, as
the number of ED facilities has decreased by 15%.8 6 There are many reasons that a patient seeking care in an
e m e rg e n cy department may leave without being seen, but long waits tend to exacerbate this probl e m .

Figure 2.40. Emergency department visits in which patient left without being seen, by race, 1997-2004 

S o u rc e : National Hospital Ambulatory Medical Care Survey, 1997-2004. 

D e n o m i n a t o r : Visits by patients (of all ages) to the EDs of non-Federal,

s h o r t - s t a y, and general hospitals, exclusive of military, and Department of

Veterans Affairs hospitals.  

• In all time periods, Blacks were signifi c a n t ly more like ly to leave before being seen compared with
Whites (Figure 2.40).

• B e t ween the 1997-1998 and 2003-2004 time periods, the overall proportion of emerg e n cy depart m e n t
visits in which the patient left before being seen increased signifi c a n t ly from 1.2% to 1.8%.  A signifi c a n t
increase was also seen among W h i t e s .
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Patient Centere d n e s s

The Institute of Medicine identifies patient centeredness as a core component of quality health care.2 Pa t i e n t
centeredness is defined as: “[H]ealth care that establishes a partnership among practitioners, patients, and their
families (when appropriate) to ensure that decisions respect patients’ wants, needs, and preferences and that
patients have the education and support they need to make decisions and participate in their own care.”8 7

Patient centeredness “encompasses qualities of compassion, empathy, and responsiveness to the need, va l u e s ,
and expressed preferences of the individual patient.”8 8

Patient centered care is supported by good patient-provider communication so that patients’ needs and wa n t s
are understood and addressed and patients understand and participate in their own care.87, 89, 90, 91 This style
of care has been shown to improve patients’ health and health care. 89, 90, 92, 93, 94 U n f o rt u n a t e ly, there are
b a rriers to good communication: about a third of Americans are suboptimally “health literate,”95, 96 wh i c h
means they lack the “capacity to obtain, process, and understand basic health information and services needed
to make appropriate health decisions.”9 7 T h ey receive less preve n t ive care,9 8 and have poorer understanding
of their conditions and care,95, 99, 100 higher use of emerg e n cy and inpatient services, higher rates of
r e h o s p i t a l i z a t i o n ,101, 102 l ower adherence to medications,1 0 1 and lower participation in medical
d e c i s i o n m a k i n g .1 0 3 L ow health literacy costs an estimated $29 billion to $69 billion per ye a r.1 0 4 P r ov i d e r s
also differ in communication profi c i e n cy, including varied listening skills and views of symptoms and
treatment eff e c t iveness, compared with their patients’ v i ew s .1 0 5

Patient centeredness has been shown to reduce both underuse and ove ruse of medical serv i c e s1 0 6 and can
reduce strains on system resources or save money by reducing the number of diagnostic tests and referr a l s .9 2

Additional factors influencing patient centeredness and patient-provider communication include language
b a rriers, racial/ethnic concordance between the patient and prov i d e r, effects of disabilities on patients’ h e a l t h
care experiences, and prov i d e r s ’ cultural competency.  Eff o rts to improve these possible impediments to
patient centeredness are underway.  For example, the Office of Minority Health, part of the U.S. Depart m e n t
of Health and Human Services, has developed a set of Cultural Competency Curriculum Modules which aim
to equip providers with cultural and linguistic competencies to help eliminate disparities.xxi, 107

The NHDR includes one core measure of patient centeredness—a composite measure on the patient
experience of care.  In addition, because having a diverse workforce of health care providers may be an
i m p o rtant component of patient-centered health care for many patients, this ye a r ’s report includes two new
supplemental measures of workforce diversity—race/ethnicity of the Nation’s physician workforce and
race/ethnicity of the physicians who spent at least half of the work week in direct patient care—and one
supplemental measure on patient-provider communication in the hospital. 

x x i This online program (ava i l a ble at www. t h i n k c u l t u r a l h e a l t h . o rg) is accredited for 9 Continuing Medical Education credits
for physicians and 10.8 and 0.9 Continuing Education Units for nurses and pharmacists, respective ly.
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Patient Experience of Care

Using methods developed for the CAHPS® (Consumer Assessment of Healthcare Providers and Systems1 0 8)
s u rvey, the NHDR uses a composite measure which combines four measures of the patient experience of care
into a single core measure—providers who sometimes or never listen carefully, explain things clearly, respect
what patients say, and spend enough time with patients. (For findings related to all core measures of patient
centeredness, see Ta bles 2.3a and 2.3b. )

Figure 2.41. Adults whose health providers sometimes or never listened carefully, explained things clearly,

respected what they had to say, and spent enough time with them, by race, ethnicity, income, and 

education, 2002 and 2003

Key: AI/AN=American Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

D e n o m i n a t o r : Civilian noninstitutionalized population age 18 and older.

• In both years, the proportion of adults whose health providers sometimes or never listened carefully,
explained things clearly, respected what they had to say, or spent enough time with them was signifi c a n t ly
higher among Asians compared with Whites; among Hispanics compared with non-Hispanic W h i t e s ;
among poor, near poor, and middle income individuals compared with high income individuals; and
among persons with less than a high school education compared with persons with some colleg e
education (Figure 2.41).  

• In 2002, the proportion was also signifi c a n t ly higher among AI/ANs compared with Whites, but in 2003,
this difference was eliminated.  In 2003, the proportion was signifi c a n t ly higher among Blacks compared
with W h i t e s .

• From 2002 to 2003, the proportion of adults whose health providers sometimes or never listened carefully,
explained things clearly, respected what they had to say, or spent enough time with them improve d
s i g n i fi c a n t ly for the total population and among Whites, non-Hispanic Whites, high income indiv i d u a l s ,
and persons with a high school education or more.  
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Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic status.  To distinguish the eff e c t s
of race, ethnicity, income, and education on patient-provider communication, this measure is stratified by
income and education level. 

Figure 2.42. Adults whose health providers sometimes or never listened carefully, explained things clearly,

respected what they had to say, and spent enough time with them by race (left) and ethnicity (right), 

stratified by income, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

D e n o m i n a t o r : Civilian noninstitutionalized population age 18 and older.

Note: Sample sizes were too small to provide estimates for poor and near poor Asians.

Figure 2.43. Adults whose health providers sometimes or never listened carefully, explained things clearly,

respected what they had to say, and spent enough time with them by race (left) and ethnicity (right) 

stratified by education, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

D e n o m i n a t o r : Civilian noninstitutionalized population age 18 and older.

N o t e : Sample sizes were too small to provide estimates for Asians with less than a high school education and high school graduates. The
seemingly large diff e rence between middle income Asians and Whites is not statistically significant due to small sample sizes.
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• Socioeconomic status explains some but not all of the racial and ethnic differences in patient-prov i d e r
c o m m u n i c a t i o n .

• Within income and education levels, there are no significant disparities by race.

• Hispanics of eve ry income and education level, with the exception of poor and middle income Hispanics,
are signifi c a n t ly more like ly than respective non-Hispanic Whites to report poor communication with
their providers (Figures 2.42 and 2.43).

Wo r k f o rce Diversity 

Health care workforce diversity is considered to be important in health care research, education,
administration, and policy to provide both role models and to shape a health care system that meets the needs
of all individuals. Diversity not only increases the opportunities for race- and language-concordant phy s i c i a n
visits but also has the potential to improve cultural competence at the system, organizational, and prov i d e r
l evels through appropriate program design and policies, organizational commitment to culturally competent
care, and cross-cultural education of colleagues.1 0 9 B e l ow are presented measures of physician dive r s i t y ;
subsequent reports will focus on registered nurses and licensed practical nurses.

Diversity of Physician Wo r k f o rce 

Racial and ethnic minority groups accounted for 70% of the total population gr owth in the decade betwe e n
1988 and 1998. By 2030, 40% of Americans will belong to a racial or ethnic minority group. Minority
p hysicians are more like ly than their White colleagues to practice in underserved minority communities.110, 111

Figure 2.44. Race/ethnicity of U.S. physicians and surgeons versus the U.S. population, 2000

K e y : NHOPI = Native Hawaiian or Other Pacific Islander; AI/AN=American

Indian or Alaska Native.

S o u rce: U.S. Census 2000 and Census 2000 Equal Employment

Opportunity tabulations.

Note: White, Black, Asian, NHOPI, AI/AN, and >1 race are non-Hispanic

g ro u p s .

• In 2000, about three-quarters of U.S. physicians were White (Figure 2.44).

• R e l a t ive to the U.S. population, Hispanic, Black, NHOPI, and AI/AN individuals were underr e p r e s e n t e d
in the physician workforce, while Whites and Asians were ove rrepresented.  Although the Asian phy s i c i a n
workforce includes many international medical graduates from India, Pakistan, and the Philippines, not all
Asian subgroups are ove rr e p r e s e n t e d .
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Figure 2.45. Physicians per 100,000 population by race/ethnicity, 2000

K e y : AI/AN = American Indian or Alaskan Native; NHOPI = Native Hawaiian

or Other Pacific Islander.

S o u rc e : U.S. Census 2000.

N o t e : Hispanics include all races. Racial groups are non-Hispanic.

• In 2000, there were 104 A s i a nx x i i p hysicians per 100,000 Asians and 27 White physicians per 100,000
Whites. Other races and Hispanics had only a third to a fifth as many physicians per 100,000 residents of
the same race or ethnicity as Whites (Figure 2.45). 

• These data are for all physicians, including those who work in research, education, administration, and
e l s ewhere. All of these physicians, therefore, are not ava i l a ble to see patients in clinical practice.

Race/Ethnicity of Physician Wo r k f o rce in Direct Patient Care 

Research has shown that Blacks and Hispanics often seek care from physicians of their own race or ethnicity
because of personal preference and language, not just because of geographic conve n i e n c e .1 1 2 Racial and
ethnic concordance leads to increases in part i c i p a t o ry visits, patient satisfaction, and reports of receipt of
p r eve n t ive care.113, 114

x x i iThe racial designation of “Asian” includes many different ethnicities, some of which may be ove rrepresented in the
p hysician workforce while others may be underr e p r e s e n t e d .
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Figure 2.46. Active U.S. physicians in direct patient care, by race/ethnicity, 1998-1999, 2000-2001, and 2004-

2005

K e y : API=Asian or Pacific Islander.

S o u rc e : Community Tracking Study Physician Survey, 1998-1999, 2000-

2001, 2004-2005.

N o t e : White, Black, and API are non-Hispanic gro u p s .

R e f e rence population: Active, non-Federal, office-based and hospital-

based physicians who spent at least 20 hours a week in direct patient care ,

all ages. 

• O ver time, the proportion of active physicians (i.e., excluding those not providing clinical care or wo r k i n g
f ewer than 20 hours per week) who were White declined from 80% in 1998-1999 to 77% in 2004-2005
( Figure 2.46). A significant change was not observed for other racial/ethnic groups. 

Focus on Patient Centeredness in Hospitals

When patients are admitted to a hospital, they often have limited control over many aspects of their lives.  T h e
need for eff e c t ive patient-provider communication is nowhere greater than in the hospital to ensure that
medical decisions are consistent with the patient’s needs and preferences.  In addition, patients can help
p r oviders avoid problems with medications and problems that may arise after they are discharged from the
h o s p i t a l .

To begin to capture information about patient perceptions of care when they are hospitalized, the Centers for
Medicare & Medicaid Services and the A g e n cy for Healthcare Research and Quality partnered to develop a
standardized instrument, the CAHPS® Hospital Survey (H-CAHPS).  In 2005, 254 hospitals across the
United States volunteered to use this survey.  In total, 84,779 completed surveys were received from
respondents with an average response rate of 44%.  Although it is not nationally representative, the sample of
hospitals and respondents is comparable to the national distribution of hospitals registered with the A m e r i c a n
Hospital A s s o c i a t i o n .1 1 5

The 2006 NHDR presents two composite measures from H-CAHPS in order to summarize the quality of
communication that hospital patients experience during their stay.  “Communication with doctors” summarizes
responses to three questions, examining how often patients were treated with courtesy and respect by their
doctors, how often doctors listened carefully, and how often doctors explained things in a way that patients we r e
a ble to understand. “Communication with nurses” combines the same three questions in relation to nurses.
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Figure 2.47. Hospital patients who reported sometimes or never having good communications with 

doctors and with nurses by race, education, and language, 2005

K e y : NHOPI = Native Hawaiian or Other Pacific Islander: AI/AN = American

Indian or Alaska Native.

S o u rc e : Agency for Healthcare Research and Quality, CAHPS® Hospital

S u r v e y, 2005.

R e f e rence population: Hospital patients, all ages.

• In 2005, 6% of hospital patients reported sometimes or never having had good communication with their
doctors during their stay and 7% reported sometimes or never having had good communication with their
nurse during their stay (Figure 2.47).

• Communication problems with both doctors and nurses were more like ly to be reported by Blacks and
multiple race individuals compared with Whites and by individuals with less than a high school education
compared with individuals with any college education.

• Hispanics and individuals who mainly speak Spanish at home were more like ly to report communication
p r o blems with nurses but not with doctors compared with non-Hispanic Whites and individuals wh o
m a i n ly speak English at home, respective ly.
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Table 2.1a. Racial and Ethnic Differences in Effectiveness of Care

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

Black Asian NHOPI AI/AN >1 Race Hispanic  
C a n c e r
Adults age 50 and over who received 
recommended colorectal screening i i i = =
Rate of colorectal cancers diagnosed 
at late stageiv

Cancer deaths per 100,000 population 
per year for colorectal cancerv

D i ab e t e s
Adults with diabetes who had hemog l o b i n
A1c measurement, retinal eye exam, and  =
foot exam in the past ye a rv i

Hospital admissions for lower ex t r e m i t y
amputations in patients with diabetes per 
1,000 populationv i i

End Stage Renal Disease 
H e m o d i a lysis patients with urea reduction
ratio 65% or higherv i i i = =
D i a lysis patients registered on 
the waiting list for transplantationi x

H e a rt Disease  
Adults who were obese given advice
about exe r c i s e =
C u rrent smokers age 18 and over receiv i n g
advice to quit smokingv i =
Hospital care for heart attack patientsx =
Deaths per 1,000 adult admissions with 
acute myocardial infarction (heart attack)x i =                    = =
Hospital care for heart failure patientsx = =

i Compared with W h i t e s .
i i Compared with non-Hispanic W h i t e s .
i i i Source: National Health Interv i ew Survey, 2003.
iv Source:  Surveillance, Epidemiolog y, and End Results Program, 2003.  This source does not provide rate estimates for Asians and NHOPIs separately bu t
in aggr egate as Asian and Pa c i fic Islander.  This source did not collect information for >1 race.
v Source: National Vital Statistics System-Mort a l i t y, 2003.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as
Asian  and Pa c i fic Islander.  This source did not collect information for >1 race.
v i Source: Medical Expenditure Panel Survey, 2003.
vi i Source: National Hospital Discharge Survey, 2002-2004.  This source did not collect information for >1 race.  Missing rates preclude analysis by ethnicity.
v i i i Source: CMS End Stage Renal Disease Clinical Pe r f o rmance Measures Project, 2004.
i x U.S. Renal Data System, 2003.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as Asian and Pa c i fic Islander.
This source did not collect information for >1 race.  
x Source: CMS Quality Improvement Organization Program, 2004. This source categorizes race/ethnicity information as a single item: non-Hispanic W h i t e ,
non-Hispanic Black, Hispanic, Asian and Pa c i fic Islander, American Indian and Alaska Native.  These contrasts compare each group with non-Hispanic
Whites. 
x i Source: HCUP State Inpatient Databases disparities analysis file, 2003.  This source categorizes race/ethnicity information as a single item: non-Hispanic
White, non-Hispanic Black, Hispanic, Asian and Pa c i fic Islander.  These contrasts compare each group with non-Hispanic W h i t e s .
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .
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Table 2.1a. Racial and Ethnic Differences in Effectiveness of Care (continued)

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

Black Asian N H O P I AI/AN >1 Race Hispanic  

HIV and A I D S
HIV patients with CD4 <200 who receive 
PCP prophy l a x i s i i i = =
N ew AIDS cases per 100,000 
population 13 and ove riv

M a t e rnal and Child Health
P r egnant women receiving prenatal care 
in first trimesterv = =
I n fant mortality per 1,000 live births, 
b i rt h weight <1,500 gr a m sv = = =
Children 19-35 months who received all 
recommended va c c i n e sv i = =
Adolescents (13-15) who receive d 3 or 
more doses of hepatitis B va c c i n ev i i = =
Hospital admissions for pediatric 
gastroenteritis per 100,000 populationv i i i = =
Children 2-17 with advice about 
h e a l t hy eating i x =
Children 2-17 with a vision checki x = =

i Compared with W h i t e s .
ii Compared with non-Hispanic W h i t e s .
iii Source: HIV Research Network, 2003. This source categorizes race/ethnicity information as a single item: non-Hispanic White, non-Hispanic Black,
Hispanic, Asian and Pa c i fic Islander, American Indian and Alaska Native.  These contrasts compare each group with non-Hispanic Whites.   
iv Source: Centers for Disease Control and Prevention, 2004.  This source categorizes race/ethnicity information as a single item: non-Hispanic White, non-
Hispanic Black, Hispanic, Asian and Pa c i fic Islander, American Indian and Alaska Native.  These contrasts compare each group with non-Hispanic W h i t e s .
v Source: National Vital Statistics System-Natality, 2003. This source did not collect information for >1 race.
vi Source: National Immunization Survey, 2004.
v i i Source: National Health Interv i ew Survey, 2004.
viii Source: HCUP State Inpatient Databases disparities analysis file, 2003.  This source categorizes race/ethnicity information as a single item: non-
Hispanic White, non-Hispanic Black, Hispanic, Asian and Pa c i fic Islander.  These contrasts compare each group with non-Hispanic W h i t e s .
ix Source: Medical Expenditure Panel Survey, 2003.
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .

Key to Symbols Used in Quality of Health Care Tabl e s :
=   Group and comparison group receive about same quality of health care or have similar outcomes.

Group receives better quality of health care than the comparison group or has better outcomes.

Group receives poorer quality of health care than the comparison group or has worse outcomes.
Blank cell: Reliable estimate for group could not be made.
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Table 2.1a. Racial and Ethnic Differences in Effectiveness of Care (continued)

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

Black Asian NHOPI AI/AN >1 Race Hispanic  
Mental Health and Substance A bu s e
Adults with major depressive episode in 
the past year who received treatment for 
the depression in the past ye a ri i i = =
Suicide deaths per 100,000 populationiv

People age 12 and over who needed 
treatment for substance abuse who =
r e c e ived such treatmenti i i

People age 12 and over who received 
substance abuse treatment who 
completed treatment coursev

R e s p i ratory Diseases  
People 65 and over who ever received 
pneumococcal va c c i n a t i o nv i = =
Hospital care for pneumonia patientsv i i =
Rate antibiotics prescribed at visits with a 
diagnosis of common cold per 
10,000 populationv i i i =
Tuberculosis patients who complete course 
of treatment within 12 months of = =
treatment initiationi x

Hospital admissions for asthma per 
100,000 population under 18x =

i Compared with W h i t e s .
ii Compared with non-Hispanic W h i t e s .
iii Source: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2004.
iv Source: National Vital Statistics System-Mort a l i t y, 2003. This source did not collect information on Asians and NHOPIs separately but in aggr egate as
Asian and Pa c i fic Islander.  This source did not collect information for >1 race.  
v Source: Substance A buse and Mental Health Services Administration, Treatment Episode Data Set, 2003. 
vi Source: National Health Interv i ew Survey, 2004.
vii Source: CMS Quality Improvement Organization program, 2004. This source categorizes race/ethnicity information as a single item: non-Hispanic
White, non-Hispanic Black, Hispanic, Asian and Pa c i fic Islander, American Indian and Alaska Native.  These contrasts compare each group with non-
Hispanic Whites. 
viii Source: National A m bu l a t o ry Medical Care Survey/National Hospital A m bu l a t o ry Medical Care Survey, 2003-2004.  This source did not collect 
i n f o rmation for >1 race.  Missing rates preclude analysis by ethnicity.  
ix Source: CDC National TB Surveillance System, 2002.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as
Asian and Pa c i fic Islander.  This source did not collect information for >1 race.  
x Source: HCUP State Inpatient Databases disparities analysis file, 2003.  This source categorizes race/ethnicity information as a single item: non-Hispanic
White, non-Hispanic Black, Hispanic, Asian and Pa c i fic Islander.  These contrasts compare each group with non-Hispanic W h i t e s .

Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .
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Table 2.1a. Racial and Ethnic Differences in Effectiveness of Care (continued)

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

Black Asian N H O P I AI/AN >1 Race H i s p a n i c
N u rsing Home, Home Health, and Hospice Care  
L o n g - s t ay nursing home residents who 
were phy s i c a l ly restrainedi i i

High-risk long-stay nursing home residents
with pressure soresi i i

S h o rt - s t ay nursing home residents who 
h ave pressure soresi i i =
Home health care patients who get better 
at walking or moving aroundiv = = = = =
Home health care patients who had to be 
admitted to the hospitaliv =

i Compared with W h i t e s .
ii Compared with non-Hispanic W h i t e s .
iii Source: CMS Minimum Data Set, 2004.  This source categorizes race/ethnicity information as a single item: non-Hispanic White, non-Hispanic Black,
Hispanic, Asian and Pa c i fic Islander.  Contrasts compare each group with non-Hispanic Whites. 
iv Source: CMS Outcome and Assessment Information Set, 2004.
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .

Key to Symbols Used in Quality of Health Care Tabl e s :
= Group and comparison group receive about same quality of health care or have similar outcomes.

Group receives better quality of health care than the comparison group or has better outcomes.

Group receives poorer quality of health care than the comparison group or has worse outcomes.
Blank cell: Reliable estimate for group could not be made.
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Table 2.1b. Socioeconomic Differences in Effectiveness of Care

C o re Report Measure I n c o m e Educational I n s u ra n c e
D i f f e re n c ei D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % <HS HS Grad U n i n s u re d
Cancer  
Adults age 50 and over who receive d
recommended colorectal screeningiv

Cancer deaths per 100,000 population
per year for colorectal cancerv

D i abetes 
Adults with diabetes who had 
h e m oglobin A1c measurement, retinal = =
eye exam, and foot exam in the past ye a rv i

H e a rt Disease
Adults who were obese given advice 
about exe r c i s ev i

C u rrent smokers age 18 and over 
r e c e iving advice to quit smokingv i = = = = =
M a t e rnal and Child Health  
P r egnant women receiving prenatal 
care in first trimesterv i i

I n fant mortality per 1,000 live births, 
b i rt h weight <1,500 gr a m sv i i

Children 19-35 months who received 
all recommended va c c i n e sv i i i

Adolescents (13-15) who received 3 or 
more doses of hepatitis B va c c i neiv = = =
Children 2-17 with advice about 
h e a l t hy eatingv i

Children 2-17 with a vision checkv i = =

i Compared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
ii Compared with persons with any college education.
iii Compared with persons under 65 with any private health insurance.
iv Source: National Health Interv i ew Survey, 2003.
v Source: National Vital Statistics System-Mort a l i t y, 2003.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as
Asian  and Pa c i fic Islander.  This source did not collect information for >1 race.
vi Source: Medical Expenditure Panel Survey, 2003.
vii Source: National Vital Statistics System-Natality, 2003. This source did not collect information for >1 race.
viii Source: National Immunization Survey, 2004.
Key: HS=high school.

Disparities report new 2006  1/9/07  11:21 AM  Page 89



H i g h l i g h t s

90

Chapter 2. Quality of Health Care

Table 2.1b. Socioeconomic Differences in Effectiveness of Care (continued)

C o re Report Measure I n c o m e Educational I n s u ra n c e
D i f f e re n c ei D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % <HS HS Grad U n i n s u re d

Mental Health and Substance A buse 
Adults with a major depressive episode 
in the past year who received treatment 
for the depression in the past ye a riv = = =
Suicide deaths per 100,000 populationv

People age 12 and over who needed 
treatment for substance abuse who = =
r e c e ived such treatmentiv

Patients receiving substance abuse 
treatment who completed treatmentv i =
R e s p i ratory Diseases 
Persons 65 and over who ever received 
pneumococcal va c c i n a t i o nv i i =

i Compared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
ii Compared with persons with any college education.
iii Compared with persons under 65 with any private health insurance.
iv Source: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2004.
v Source: National Vital Statistics System-Mort a l i t y, 2003. This source did not collect information on Asians and NHOPIs separately but in aggr egate as
Asian and  Pa c i fic Islander.  This source did not collect information for >1 race.  
vi Substance A buse and Mental Health Services Administration, Treatment Episode Data Set, 2003.
vii Source: National Health Interv i ew Survey, 2004.
Key: HS=high school.

Key to Symbols Used in Quality of Health Care Tabl e s :
= Group and comparison group receive about same quality of health care or have similar outcomes.

Group receives better quality of health care than the comparison group or has better outcomes.

Group receives poorer quality of health care than the comparison group or has worse outcomes.
Blank cell: Reliable estimate for group could not be made.
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Table 2.2a. Racial and Ethnic Differences in Patient Safety

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN >1 Race H i s p a n i c
Po s t o p e ra t ive Complications
Composite of postoperative pneumonia,
u r i n a ry tract infection, and ve n o u s
thromboembolic eve n t si i i

Po s t o p e r a t ive hip fractures per 1,000 
s u rgical discharges age 18 and ove riv = =
Other Complications of Hospital Care
Composite of bloodstream infections
and mechanical complicationsi i i =
I a t r ogenic pneumothorax per 1,000 
r e l evant discharg e siv =
Deaths following complications of careiv =
Complications of Medications
E l d e r ly with inappropriate medicationsv =

i Compared with W h i t e s .
ii Compared with non-Hispanic W h i t e s .
iii Source: Medicare Patient Safety Monitoring System, 2004.
iv Source: HCUP State Inpatient Databases disparities analysis file, 2003.  This source categorizes race/ethnicity information as a single item: non-Hispanic
White, non-Hispanic Black, Hispanic, Asian and Pa c i fic Islander.  These contrasts compare each group with non-Hispanic W h i t e s .
v Source: Medical Expenditure Panel Survey, 2003. This source did not collect information on Asians and NHOPIs separately but in aggr egate as Asian and
Pa c i fic Islander.  This source did not collect information for >1 race.  
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .

Key to Symbols Used in Quality of Health Care Tabl e s :
= Group and comparison group receive about same quality of health care or have similar outcomes.

Group receives better quality of health care than the comparison group or has better outcomes.

Group receives poorer quality of health care than the comparison group or has worse outcomes.
Blank cell: Reliable estimate for group could not be made.
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Table 2.3a. Racial and Ethnic Differences in Timeliness and Patient Centeredness

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN >1 Race H i s p a n i c
Ti m e l i n e s s
Adults who sometimes or never can get 
care for illness or injury as soon 
as wa n t e di i i =
E m e rg e n cy department visits in which 
the patient left without being seeniv

Patient Centeredness  
Adults whose health providers 
sometimes or never listened carefully, 
explained things, showed respect, and =
spent enough time with themi i i

Children whose health providers 
sometimes or never listened carefully, 
explained things, showed respect, and 
spent enough time with themi i i = = =

i Compared with W h i t e s .
ii Compared with non-Hispanic W h i t e s .
iii Source: Medical Expenditure Panel Survey, 2003.  This source did not collect information for >1 race.
iv Source: National Hospital A m bu l a t o ry Medical Care Survey – Emerg e n cy Department, 2003-2004.  Missing rates preclude analysis by ethnicity.
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .

Key to Symbols Used in Quality of Health Care Tabl e s :
=  Group and comparison group receive about same quality of health care or have similar outcomes.

Group receives better quality of health care than the comparison group or has better outcomes.

Group receives poorer quality of health care than the comparison group or has worse outcomes.
Blank cell: Reliable estimate for group could not be made.
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Table 2.3b. Socioeconomic Differences in Timeliness and Patient Centeredness

C o re Report Measure I n c o m e Educational I n s u ra n c e
D i f f e re n c ei D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % <HS HS Grad U n i n s u re d
Timeliness  
Adults who sometimes or never can get 
care for illness or injury as soon 
as wa n t e div = 
E m e rg e n cy department visits in which 
the patient left without being seenv

Patient Centeredness  
Adults whose health providers 
sometimes or never listened carefully, 
explained things, showed respect, and 
spent enough time with themiv =
Children whose health providers 
sometimes or never listened carefully, 
explained things, showed respect, and 
spent enough time with themiv =

i Compared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
ii Compared with persons with any college education.
iii Compared with persons under 65 with any private health insurance.
iv Source: Medical Expenditure Panel Survey, 2003.  This source did not collect information for >1 race.
v Source: National Hospital A m bu l a t o ry Medical Care Survey – Emerg e n cy Department, 2003-2004.  Missing rates preclude analysis by ethnicity.
Key: HS=high school.

Key to Symbols Used in Quality of Health Care Tabl e s :
= Group and comparison group receive about same quality of health care or have similar outcomes.

Group receives better quality of health care than the comparison group or has better outcomes.

Group receives poorer quality of health care than the comparison group or has worse outcomes.
Blank cell: Reliable estimate for group could not be made.
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Chapter 3. Access to Health Care

M a ny Americans have good access to health care that enables them to benefit fully from the Nation’s health
care system.  Howeve r, others face barriers that make the acquisition of basic health services difficult.  A s
demonstrated by ex t e n s ive research and confi rmed in previous National Healthcare Disparities Reports, racial
and ethnic minorities and persons of low socioeconomic statusi are disproport i o n a t e ly represented among those
with access problems.  Poor access to health care comes at both a personal and societal cost:  for example, if
persons do not receive vaccinations they may become ill and spread disease to others, increasing the burden of
disease for society overall, in addition to the burden borne indiv i d u a l ly.  

Components of Health Care Access

Access to health care means having “the timely use of personal health services to achieve the best health
o u t c o m e s .”1 Attaining good access to care requires three discrete steps:

• Gaining entry into the health care system.

• Getting access to sites of care where patients can receive needed serv i c e s .

• Finding providers who meet the needs of individual patients and with whom patients can develop a
relationship based on mutual communication and tru s t .2

Health care access is measured in several ways including:

• S t ructural measures of the presence or absence of specific resources that facilitate health care, such as
h aving health insurance or a usual source of care.

• Assessments by patients of how easily they are able to gain access to health care.

• Utilization measures of the ultimate outcome of good access to care—i.e., the successful receipt of
needed serv i c e s .

How This Chapter Is Organized

This chapter presents new information about disparities in access to health care in America.  It is divided into
t wo sections:

• Fa c i l i t a t o rs and barriers to health care—such as measures of health insurance coverage, having a usual
source of care and primary care prov i d e r, and patient perceptions of need.

• Health care utilization—such as measures of receipt of dental care, emerg e n cy care, potentially
avo i d a ble admissions, mental health care, and substance abuse treatment.

I n f o rmation about patient-provider communication is found in the section on patient centeredness in Chapter
2, Quality of Health Care.  As in previous NHDRs, this chapter focuses on disparities in access to care related
to race, ethnicity, and SES in the general U.S. population.  Disparities in access to care and patient-prov i d e r
communication within specific priority populations are discussed in Chapter 4, Priority Populations.  A n a ly s e s
of changes over time and stratified analyses are also presented within this chapter. 

i As described in Chapter 1, Introduction and Methods, income and educational attainment are used to measure
socioeconomic status in the NHDR.
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Facilitators and Barriers to Health Care

Facilitators and barriers to health care discussed in this section include health insurance, having a usual source
of care (including having a usual source of ongoing care and a usual primary care provider), and patient
perceptions of need. (See Ta bles 3.1a and 3.1b for a summary of findings related to all core measures on
facilitators and barriers to health care.)

Health Insurance 

Health insurance facilitates entry into the health care system. The uninsured are more like ly to die early3 a n d
h ave poor health status4; the costs of early death and poor health among the uninsured total $65 billion to
$130 billion.3 The financial burden of uninsurance is also great for uninsured individuals; almost 50% of
personal bankru p t cy filings are due to medical ex p e n s e s .5 The uninsured report more problems getting care,
are diagnosed at later disease stages, and get less therapeutic care.5, 6 T h ey are sicker when hospitalized and
more like ly to die during their stay.6

Figure 3.1. Persons under age 65 with health insurance, by race (this page, left), ethnicity (this page, right),

income (next page, left), and education (next page, right), 1999-2004  
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K e y : AI/AN=American Indian or Alaska Native; NHOPI=Native Hawaiian or Other Pacific Islander.

S o u rc e : National Heath Interview Survey, 1999-2004.

R e f e rence population: Analyses by race, ethnicity, and income performed for civilian noninstitutionalized persons under age 65.  Analyses

by education performed for civilian noninstitutionalized persons age 25-64.  

N o t e : NHIS respondents are asked about health insurance coverage at the time of interview; respondents are considered uninsured if they

lack private health insurance, public assistance, Medicare, Medicaid, a State-sponsored health plan, other govern m e n t - s p o n s o re d

p rograms, a military health plan, or if their only coverage is through the Indian Health Service.

• In all 6 years, the proportion of persons with insurance was signifi c a n t ly lower among AI/ANs compared
with Whites; among Hispanics compared with non-Hispanic Whites; among poor, near poor, and middle
income persons compared with high income persons; and among persons with a high school education or
less compared with persons with some college (Figure 3.1).  

• From 1999 to 2003, the proportion of persons with insurance was signifi c a n t ly lower among Blacks
compared with Whites, but in 2004 this disparity had been eliminated.

• From 1999 to 2004, rates of insurance decreased signifi c a n t ly for Whites, middle income persons, and
persons of eve ry education level, while rates increased signifi c a n t ly for Blacks and the poor.

Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic status.7 To distinguish the eff e c t s
of race, ethnicity, income, and education on health insurance coverage, this measure is stratified by income and
education level. 
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Figure 3.2.  Persons under age 65 with health insurance by race (left) and ethnicity (right), stratified by

income, 2004 

Key: AI/AN=American Indian or Alaska Native.

S o u rce: National Heath Interview Survey, 2004.

R e f e rence population: Civilian noninstitutionalized persons under age 65.

N o t e : NHIS respondents are asked about health insurance coverage at the time of interview; respondents are considered uninsured if they

lack private health insurance, public assistance, Medicare, Medicaid, a State-sponsored health plan, other govern m e n t - s p o n s o re d

p rograms, a military health plan, or if their only coverage is through the Indian Health Service.
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Figure 3.3.  Persons under age 65 with health insurance by race (left) and ethnicity (right), stratified by 

education, 2004 

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : National Heath Interview Survey, 2004.

R e f e rence population: Civilian noninstitutionalized persons age 25-64.

N o t e : NHIS respondents are asked about health insurance coverage at the time of interview; respondents are considered uninsured if they

lack private health insurance, public assistance, Medicare, Medicaid, a State-sponsored health plan, other govern m e n t - s p o n s o re d

p rograms, a military health plan, or if their only coverage is through the Indian Health Service.

• Socioeconomic status explains some but not all of the differences in rates of insurance among persons
under age 65 by race and ethnicity (Figures 3.2 and 3.3).  

• Hispanics of eve ry income and education level were signifi c a n t ly less like ly than respective non-Hispanic
Whites to have health insurance. 

• Poor and near poor Blacks were signifi c a n t ly more like ly than respective Whites to have health insurance,
while middle income AI/ANs and high income Blacks and AI/ANs were signifi c a n t ly less like ly to have
health insurance.

• Blacks with less than a high school education were signifi c a n t ly more like ly than respective Whites to
h ave health insurance while Blacks and AI/ANs with a high school education or any college education
were signifi c a n t ly less like ly to have health insurance.

• No group achieved the Healthy People 2010 target of 100% of Americans with health insurance.

Because uninsured persons often postpone seeking care, have difficulty obtaining care when they ultimately
seek it, and must bear the full brunt of health care costs, prolonged periods of uninsurance can have a
p a rt i c u l a r ly serious impact on a person’s health and stability.  Over time, the cumulative consequences of being
uninsured compound, resulting in a population at particular risk for suboptimal health care and health status.  
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Figure 3.4. Persons under age 65 uninsured all year by race (top left), ethnicity (top right), income (bottom

left), and education (bottom right), 1999-2003

S o u rc e : Medical Expenditure Panel Survey, 1999-2003.

R e f e rence population: Analyses by race, ethnicity, and income performed for civilian noninstitutionalized persons under age 65.  Analyses

by education performed for civilian noninstitutionalized persons age 18-64.

N o t e : In 2002 and 2003, survey respondents could report more than one race.  Racial categories shown here for 2002 and 2003 exclude

multiple race individuals and hence are not directly comparable to earlier years.  Estimates for racial groups other than Whites and Blacks

a re significantly affected by this change and are not shown here. 

• In all 5 years, the proportion of persons uninsured all year was signifi c a n t ly higher among Hispanics
compared with non-Hispanic Whites; among poor, near poor, and middle income persons compared with
high income persons; and among persons with a high school education or less compared with persons
with some college (Figure 3.4).

• The proportion of persons uninsured all year was signifi c a n t ly higher among Blacks compared with
Whites in 1999 and 2000.  In 2001, 2002, and 2003 this disparity was eliminated.

• From 1999 to 2003, rates of uninsurance for the whole year rose signifi c a n t ly among Whites, high school
graduates, and persons with at least some college education.  
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Usual Source of Care

Persons with a usual source of care (a facility where one reg u l a r ly receives care) experience improved health
outcomes and reduced disparities8 and costs,9 yet over 40 million Americans do not have a specific source of
ongoing care.1 0

Specific Source of Ongoing Care

Higher costs, poorer outcomes, and greater disparities are observed among individuals without a usual source
of care.1 1

Figure 3.5. Persons with a specific source of ongoing care by race (top left), ethnicity (top right), income

(bottom left), and education (bottom right), 1999-2004  

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : National Heath Interview Survey, 1999-2004.

R e f e rence population: Analyses by race, ethnicity, and income performed for civilian noninstitutionalized persons of all ages.  Analyses by

education performed for civilian noninstitutionalized persons age 25 and over.

N o t e : M e a s u re is age adjusted.  
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• In all 6 years, the proportion of persons with a specific source of ongoing care was signifi c a n t ly lowe r
among Hispanics compared with non-Hispanic Whites; among poor, near poor, and middle income
persons compared with high income persons; and among persons with a high school education or less
compared with persons with at least some college (Figure 3.5).  

• In all years except 2001 and 2004, the proportion of persons with a specific source of ongoing care wa s
s i g n i fi c a n t ly lower among Asians and Blacks compared with W h i t e s .

• From 1999 to 2004, the proportion of persons with a source of ongoing care improved signifi c a n t ly
among non-Hispanic Whites and high income persons while it fell signifi c a n t ly among persons with less
than a high school education.  

• No group achieved the Healthy People 2010 target of 96% of Americans with a specific source of
ongoing care.

Usual Primary Care Pro v i d e r

H aving a usual primary care provider (a doctor or nurse from whom one reg u l a r ly receives care) is associated
with patients’ greater trust in their prov i d e r1 2 and with good patient-provider communication which, in turn ,
increases the likelihood that patients receive appropriate care.1 3 By learning about patients’ d iverse health
care needs over time, a usual primary care provider can coordinate care (e.g., visits to specialists) that best
meets patient needs.1 4 I n d e e d, having a usual primary care provider correlates with receipt of higher quality
c a r e .15, 16

Figure 3.6. Persons who have a usual primary care provider by race, ethnicity, income, and education, 2002

and 2003

Key: AI/AN=American Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Analyses by race, ethnicity, and income performed

for civilian noninstitutionalized persons of all ages.  Analyses by education

performed for civilian noninstitutionalized persons age 18 and over.

N o t e : A usual primary care provider is defined as the source of care that a

person usually goes to for new health problems, preventive health care, and

referrals to other health professionals.  Data are age adjusted.  

• In both years, the proportion of persons with a usual primary care provider was signifi c a n t ly lowe r
among Blacks and Asians compared with Whites; among Hispanics compared with non-Hispanic W h i t e s ;
among poor, near poor, and middle income persons compared with high income persons; and among
persons with less than a high school education compared with persons with some college education
( Figure 3.6).  

• No group achieved the Healthy People 2010 target of 85% of Americans with a usual primary care prov i d e r.
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Each ye a r, multivariate analyses are conducted in support of the NHDR to identify the independent effects of
race, ethnicity, and socioeconomic status on access to health care.  Past reports have listed some of these
findings.  This ye a r, the NHDR presents the results of a multivariate model for one measure: persons who have
a usual primary care prov i d e r. Adjusted odds ratios are shown to quantify the relative magnitude of disparities
after controlling for a number of confounding factors.    

Figure 3.7. Persons who have a usual primary care provider: Adjusted odds ratios, 2002 and 2003

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Civilian noninstitutionalized population ages 18-64.  

N o t e : Adjusted odds ratios are calculated from logistic re g ression models

c o n t rolling for race, ethnicity, income, education, age, gender, insurance,

and residence location.  White, non-Hispanic White, high income, and

some college are re f e rence groups with odds ratio=1; odds ratios <1

indicate that group is less likely to receive service than the re f e rence gro u p .

For example, compared with individuals with private insurance, the

chances that an individual with no insurance has a usual primary care

p rovider is 0.27 after controlling for other factors. Another way to state this

is that individuals with no insurance are 73% less likely than individuals

with private insurance to have a usual primary care pro v i d e r.

• In multivariate models controlling for race, ethnicity, income, education, age, gender, insurance, and
residence location, Blacks were 12% and Asians were 28% less like ly than Whites, Hispanics were 39%
less like ly than non-Hispanic Whites, poor individuals were 36% less like ly than high income indiv i d u a l s ,
and individuals with no health insurance were 73% less like ly than individuals with private insurance to
h ave a usual primary care provider (Figure 3.7).
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Patient Perceptions of Need  

Patient perceptions of need include perceived difficulties or delays in obtaining care and problems getting care
as soon as it is wanted. Although patients may not always be able to assess their need for care, probl e m s
getting care when patients perceive that they are ill or injured like ly reflect significant barriers to care. 

Figure 3.8. Families in which a member was unable to receive or delayed in receiving needed medical care,

dental care, or prescription medicines, by race, ethnicity, income, and education, 2002 and 2003

Key: AI/AN=American Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

D e n o m i n a t o r : Analyses by race, ethnicity, and income performed for

civilian noninstitutionalized persons, all ages.  Analyses by education

performed for civilian noninstitutionalized persons age 18 and over.

• In both years, the proportion of families in which a member was unable to receive or delayed in receiv i n g
needed medical care, dental care, or prescription medicines was signifi c a n t ly higher among fa m i l i e s
headed by multiple race individuals compared with White individuals; among poor, near poor, and middle
income families compared with high income families; and among families headed by individuals with
less than a high school education compared with individuals with some college education.  In both ye a r s ,
the proportion was signifi c a n t ly lower among families headed by Asians than among families headed by
Whites (Figure 3.8).

• From 2002 to 2003, significant changes were not observed for any group.  
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Health Care Utilization

Measures of health care utilization complement patient reports of barriers to care and permit a fuller
understanding of access to care. Barriers to care that are associated with differences in health care utilization
m ay be more significant than barriers that do not affect utilization. Landmark reports on disparities have relied
on measures of heath care utilization,17, 18 and these data demonstrate some of the largest differences in care
among diverse groups. More recent eff o rts to inform health care delive ry continue to include measures of
health care utilization.1 9

I n t e rpreting health care utilization data is more complex than analyzing data on patient perceptions of access
to care. Along with access to care, health care utilization is strongly affected by health care need and patient
preferences and values. In addition, greater use of services does not necessarily indicate better care. In fa c t ,
high use of some inpatient services may reflect impaired access to outpatient services. Therefore, the key to
symbols used in Ta bles 3.2a and 3.2b, which summarize findings on all core measures related to health care
utilization, is different from that used for Ta bles 3.1a and 3.1b. Rather than indicating better or worse access
compared with the comparison group, symbols on the utilization tables simply identify the amount of care
r e c e ived by racial or ethnic minority and socioeconomic groups relative to their comparison groups. 

Each ye a r, the Nation’s 12 million health services wo r kers provide about 820 million office visits and 590
million hospital outpatient visits and treat 35 million hospitalized patients, 2.5 million nursing home residents,
1.4 million home health care patients, and 100,000 persons in hospice settings.2 0 About 70% of the civ i l i a n
noninstitutionalized population visit a medical prov i d e r ’s office or outpatient department, about 60% receive a
prescription medicine, and about 40% visit a dental provider each ye a r.2 1

National health expenditures totaled $1.8 trillion in fiscal year 2004, nearly doubling those of a decade earlier,
in 1994.2 2 Health expenditures among the civilian noninstitutionalized population in America are ex t r e m e ly
c o n c e n t r a t e d, with 5% of the population accounting for 55% of outlay s .2 3 In addition, it has been estimated
that as much as $390 billion a year—almost a third of all health care expenditures—are the result of poor
quality care, including ove ruse, misuse, and wa s t e .2 4

P r evious NHDRs reported that different racial, ethnic, and socioeconomic groups had different patterns of
health care utilization. Asians and Hispanics tended to have lower use of most health care services including
routine care, emerg e n cy department visits, avo i d a ble admissions, and mental health care. Blacks tended to
h ave lower use of routine care, outpatient mental health care, and outpatient HIV care but higher use of
e m e rg e n cy departments and hospitals, including higher rates of avo i d a ble admissions, inpatient mental health
care, and inpatient HIV care. Lower socioeconomic status individuals tended to have lower use of routine care
and outpatient mental health care and higher use of emerg e n cy departments, hospitals, and home heath care.
This ye a r, findings related to dental care, emerg e n cy department visits, potentially avo i d a ble admissions, and
mental health care and substance abuse treatment are highlighted. 
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Dental Visits 

R egular dental visits promote prevention, early diagnosis, and optimal treatment of oral diseases and
conditions.  Failure to visit the dentist can result in delayed diagnosis, overall compromised health, and,
o c c a s i o n a l ly, even death.2 5

Figure 3.9. Persons with a dental visit in the past year by race, ethnicity, income, and education, 2002 and

2003

K e y : NHOPI=Native Hawaiian or Other Pacific Islander; AI/AN=American

Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.  

R e f e rence population: Analyses by race, ethnicity, and income performed

for civilian noninstitutionalized persons, all ages.  Analyses by education

performed for civilian noninstitutionalized persons age 18 and over.

• In both years, the proportion of persons with a dental visit in the past year was signifi c a n t ly lower among
Blacks, Asians, and AI/ANs compared with Whites; among Hispanics compared with non-Hispanic
Whites; among poor, near poor, and middle income persons compared with high income persons; and
among persons with a high school education or less compared with persons with at least some colleg e .
In 2002, the proportion was also signifi c a n t ly lower among persons of multiple races compared with
Whites, but in 2003 this difference was eliminated (Figure 3.9).  

• From 2002 to 2003, the proportion of persons with a dental visit in the past year increased signifi c a n t ly
for persons of multiple races.  

• O n ly high income persons met the Healthy People 2010 target of 56% of persons with a dental visit in
the past ye a r.
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To distinguish the effects of race, ethnicity, and socioeconomic status on health care utilization and to identify
populations at greatest risk for barriers to health care utilization, this measure is stratified by income and
education leve l .

Figure 3.10. Persons with a dental visit in the past year by race (left) and ethnicity (right), stratified by

income, 2003  

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population, all ages.
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Figure 3.11. Persons with a dental visit in the past year by race (left) and ethnicity (right), stratified by 

education, 2003  

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized persons age 18 and over.

• Socioeconomic status explains some but not all of the racial and ethnic differences in rates of dental visits
( Figures 3.10 and 3.11).  

• Hispanics of eve ry income and education level are signifi c a n t ly less like ly than respective non-Hispanic
Whites to have had a dental visit.

• Blacks of eve ry income and education level and high income Asians and Asians with at least some
c o l l ege are signifi c a n t ly less like ly than respective Whites to have had a dental visit.
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Emergency Department Vi s i t s

Without good access to health care, persons sometimes resort to using the emerg e n cy department when care is
needed.  A high rate of emerg e n cy department visits may suggest that a population lacks access to preve n t ive
and routine care and other avenues of treatment.  Delaying care until care is urgent often results in poorer
health outcomes and increased health care costs.    

Figure 3.12. Emergency department visits per 100 population by race, 1997-2004  

S o u rc e : National Hospital Ambulatory Medical Care Survey, 1997-2004.

D e n o m i n a t o r : Civilian noninstitutionalized population, all ages.

• In all years, rates of emerg e n cy department visits were signifi c a n t ly higher among Blacks compared with
Whites (Figure 3.12).  

• O ver the 1997-1998 to 2003-2004 time periods, the rate of emerg e n cy department visits did not change
s i g n i fi c a n t ly overall or for Blacks or W h i t e s .
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Potentially Avoidable Admissions

Po t e n t i a l ly avo i d a ble admissions are hospitalizations that might have been ave rted by good quality outpatient
care. T h ey relate to conditions for which good outpatient care can prevent the need for hospitalization or for
which early intervention can prevent complications or more severe disease. Though not all admissions for
these conditions can be avo i d e d, rates in populations tend to va ry with access to primary care.2 6 For ex a m p l e ,
better access to care should facilitate the diagnosis of appendicitis before rupture occurs.  

Data for perforated appendix presented here come from A H R Q ’s Healthcare Cost and Utilization Project State
Inpatient Databases disparities analysis file. This file is designed to provide national estimates using we i g h t e d
records from a sample of hospitals from 23 States that have 64% of U.S. hospital discharges. These 23 States
p a rticipate in HCUP and have relative ly complete race and ethnicity data.

Figure 3.13. Perforated appendix per 1,000 admissions with appendicitis by race/ethnicity (left) and area

income (median income of ZIP Code of residence) (right), 2001-2003

K e y : API=Asian or Pacific Islander.  

S o u rc e : HCUP State Inpatient Databases disparities analysis file, 2001-2003.

D e n o m i n a t o r : Patients hospitalized with appendicitis, all ages.

N o t e : White, Black, and API are non-Hispanic groups. Numerical income categories are used instead of the NHDR’s usual descriptive

categories because that is how data are collected for this measure.  

• In all 3 years, the rate of perforated appendix was signifi c a n t ly higher among Blacks compared with
Whites and among residents of ZIP Codes with median income <$25,000 compared with residents of ZIP
Codes with income $45,000 and over (Figure 3.13).  

• From 2001 to 2003, the rate of perforated appendix decreased signifi c a n t ly for Whites, APIs, Hispanics,
and residents of high income ZIP Codes, but did not change signifi c a n t ly for Blacks and residents of
l ower income ZIP Codes. 
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Mental Health Care and Substance Abuse Tre a t m e n t

Mental Health Care

In 2004, 8% of adults, or about 17 million persons, reported having experienced at least one major depressive
episode during the past ye a r.2 7 Although the prevalence of mental disorders for racial and ethnic minorities in
the United States is similar to that for W h i t e s ,2 8 minorities have less access to mental health care and are less
l i ke ly to receive needed serv i c e s .2 9 These differences may reflect, in part, variation in preferences and cultural
attitudes toward mental health. 

Figure 3.14. Adults who received mental health treatment/counseling in the past year by race, ethnicity,

income, and education, 2003 and 2004

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : Substance Abuse and Mental Health Services Administration,

National Survey on Drug Use and Health, 2003 and 2004.

R e f e rence population: U.S. population age 18 and older.

• In both years, the proportion of persons who received mental health treatment/counseling was lowe r
among Blacks and Asians compared with Whites; among Hispanics compared with non-Hispanic W h i t e s ;
and among persons with a high school education or less compared with persons with at least some
c o l l ege (Figure 3.14).

• In both years, the proportion of persons who received mental health treatment was higher among poor
persons compared with high income persons.

• In 2003, the proportion of persons who received mental health treatment was lower among A I / A N s
compared with Whites and among middle income persons compared with high income persons, but these
d i fferences were not statistically significant in 2004.

• From 2003 to 2004, the proportion of persons who received mental health treatment did not change
s i g n i fi c a n t ly for any gr o u p .
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Substance Abuse Tre a t m e n t

In 2004, about 16.7 million Americans age 12 and older acknowledged being heavy alcohol drinkers and
about 55 million acknowledged having had a recent binge drinking episode.30 About 19.1 million persons age
12 and older were illicit drug users and about 70.3 million reported recent use of a tobacco product.3 0 T h e
direct costs of mental disorders and substance abuse amounted to $99 billion in 1996; lost productivity and
premature death accounted for an additional $75 billion.3 0 Racial, ethnic, and socioeconomic differences in
substance abuse treatment3 0 are observed which may, in part, reflect variation in preferences and cultural
attitudes toward mental health and substance abuse.     

Figure 3.15. Persons age 12 or older who received any illicit drug or alcohol abuse treatment in the past

year, by race, ethnicity, income, and education, 2003 and 2004

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : SAMHSA National Survey on Drug Use and Health, 2003 and

2 0 0 4 .

R e f e rence population: U.S. population age 12 and older.

N o t e : The figure reflects both prevalence and treatment; prevalence likely

has an effect on racial/ethnic diff e rences in treatment.  

• In both years, the proportion of persons age 12 or older who received any illicit drug or alcohol abu s e
treatment was signifi c a n t ly greater among poor, near poor, and middle income persons compared with
high income persons and among persons with a high school education or less compared with persons
with any college education (Figure 3.15).  

• In 2003 the proportion was also signifi c a n t ly greater among AI/ANs compared with Whites, but this
d i fference was not statistically significant in 2004.  In 2004 the proportion was signifi c a n t ly gr e a t e r
among Blacks compared with Whites, although in 2003 this disparity was not observed.  

• From 2003 to 2004, the proportion of persons age 12 or older who received any illicit drug or alcohol
a buse treatment increased signifi c a n t ly among Blacks and poor persons and did not change signifi c a n t ly
for any other group.  
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Table 3.1a. Racial and Ethnic Differences in Facilitators and Barriers to Health Care

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN >1 Race H i s p a n i c
Health Insurance Cove ra ge
Persons under 65 with health insurancei i i = = = = 
Persons uninsured all ye a riv = =  = = 
Usual Source of Care  
Persons who have a specific source of 
ongoing carei i i = = = = = 
Persons who have a usual primary care 
p r ov i d e riv = = = 
Patient Pe rceptions of Need 
Families that experience difficulties or 
d e l ays in obtaining health care or do not       = = =  
r e c e ive needed careiv

Families that experience difficulties or 
d e l ays in obtaining health care due to 
financial or insurance reasonsiv

i Compared with W h i t e s .
ii Compared with non-Hispanic W h i t e s .
i i i Source: National Health Interv i ew Survey, 2004.
iv Source: Medical Expenditure Panel Survey, 2003.  

Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native. 

Key to Symbols Used in Access to Health Care Tabl e s :
= Group and comparison group have about same access to health care.

Group has better access to health care than the comparison gr o u p .

Group has worse access to health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.1b. Socioeconomic Differences in Facilitators and Barriers to Health Care

C o re Report Measure I n c o m e Educational I n s u ra n c e
D i f f e re n c ei D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % <HS HS Grad U n i n s u re d
Health Insurance Cove ra ge  
Persons under 65 with health  insuranceiv

Persons uninsured all ye a rv

Usual Source of Care 
Persons who have a specific source of 
ongoing careiv

Persons who have a usual primary care 
p r ov i d e rv =
Patient Pe rceptions of Need 
Families that experience difficulties or 
d e l ays in obtaining health care or do =
not receive needed care v

Families that experience difficulties or 
d e l ays due to financial or insurance 
r e a s o n sv

i Compared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
ii Compared with persons with any college education.
iii Compared with persons under 65 with any private health insurance.
iv Source: National Health Interv i ew Survey, 2004.
v Source: Medical Expenditure Panel Survey, 2003. 

Key: HS=High school. 

Key to Symbols Used in Access to Health Care Tabl e s :
= Group and comparison group have about same access to health care.

Group has better access to health care than the comparison gr o u p .

Group has worse access to health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.2a. Racial and Ethnic Differences in Health Care Utilization 

C o re Report Measure Racial Differe n c ei Ethnic 
D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN >1 Race H i s p a n i c
G e n e ral Medical Care  
Persons with a dental visit in the 
past ye a ri i i = =
E m e rg e n cy department visits per 100 
p o p u l a t i o niv =
Avo i d able Admissions  
Admissions for perforated appendix per 
1,000 admissions with appendicitisv = =
Mental Health Care and Substance A buse Treatment  
Adults who received mental health 
treatment or counseling in the past ye a rv i = =
People age 12 and older who received 
illicit drug or alcohol abuse treatment in = =
the past ye a rv i

i Compared with W h i t e s .
i i Compared with non-Hispanic W h i t e s .
i i iSource: Medical Expenditure Panel Survey, 2003. 
iv Source: National Hospital A m bu l a t o ry Medical Care Survey – Emerg e n cy Department, 2003-2004.  Missing rates preclude analysis by ethnicity.
v Source: HCUP SID disparities analysis file, 2003.  This source categorizes race/ethnicity ve ry diff e r e n t ly from other sources.  Race/ethnicity inform a t i o n
is categorized as a single item: Non-Hispanic White, Non-Hispanic Black, Hispanic, Asian or Pa c i fic Islander.  These contrasts compare each group with
non-Hispanic Whites. 
v i Source: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2004. 

Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native .

Key to Symbols Used in Health Care Utilization Tabl e s :
= Group and comparison group receive about same amount of health care.

Group receives more health care than the comparison gr o u p .

Group receives less health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.2b. Socioeconomic Differences in Health Care Utilization 

C o re Report Measure I n c o m e E d u c a t i o n a l I n s u ra n c e
D i f f e re n c ei D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % <HS HS Gra d U n i n s u re d
G e n e ral Medical Care  
Persons with a dental visit in the past ye a riv

Mental Health Care and Substance A buse Tre a t m e n t
Adults who received mental health 
treatment or counseling in the past ye a rv = = =

Persons age 12 and older who received 
illicit drug or alcohol abuse treatment in 
the past ye a rv

i Compared with persons with fa m i ly incomes 400% of Federal pove rty threshold or above .
i i Compared with persons with any college education.
i i i Compared with persons under 65 with any private health insurance.
iv Source: Medical Expenditure Panel Survey, 2003. 

v Source: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2004. Insurance disparities 
were not analy z e d .

Key: HS=high school.

Key to Symbols Used in Health Care Utilization Tabl e s :
= Group and comparison group receive about same amount of health care.

Group receives more health care than the comparison gr o u p .

Group receives less health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Chapter 4. Priority Populations

M a ny Americans enjoy easy access to one of the wo r l d ’s finest health care delive ry systems.  Howeve r, as
demonstrated in previous NHDRs, some Americans do not have full access to the best quality health care.

To examine the issue of disparities in health care, Congress directed AHRQ to produce an annual report to
track “prevailing disparities in health care delive ry as it relates to racial factors and socioeconomic factors in
priority populations.”   Although the emphasis is on disparities related to race, ethnicity, and socioeconomic
status, this directive includes a charge to examine disparities in “priority populations”—groups with unique
health care needs or issues that require special attention.  

This chapter addresses the congressional directive on priority populations.  Chapters 2 and 3 of this report
examine racial, ethnic, and socioeconomic differences in quality of health care and access to health care in the
general U.S. population; this chapter focuses on differences within and across priority populations.  Fo r
example, comparisons are made between Black and White women and between children from low and high
income families.  This approach may help policy m a kers to understand the impact of racial, ethnic, and
socioeconomic differences on specific populations and target quality improvement programs toward groups in
greatest need.  Appendix D includes detailed tables that allow examination of racial, ethnic, and
socioeconomic disparities both in the general population and across priority populations for most measures.

A H R Q ’s Priority Populations

A H R Q ’s priority populations, specified by Congress in the Healthcare Research and Quality Act of 1999
( P u blic Law 106-129), are:

• Minority gr o u p s

• L ow income gr o u p s

• Wo m e n

• C h i l d r e n

• E l d e r ly

• I n d ividuals with special health care needs, including individuals with disabilities and individuals wh o
need chronic care or end-of-life health care.

In addition, this legislation directs AHRQ to examine health care delive ry in rural areas.  Hence, this chapter
addresses each of these priority populations as well as residents of rural areas.
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How This Chapter Is Organized

This chapter presents new information about disparities in quality of and access to health care in priority
populations.  It is presented in the following order: 

• Racial and ethnic minorities

• L ow income gr o u p s

• Wo m e n

• C h i l d r e n

• E l d e r ly

• Residents of rural areas

• I n d ividuals with special health care needs

To avoid repetition of findings from previous chapters on race, ethnicity, and socioeconomic status, the fi r s t
t wo sections summarize quality of and access to health care for racial and ethnic minorities and low income
groups.  

Subsequent sections focus on the remaining priority populations and examine disparities in care within each
population group and changes in disparities over time.  To present this greater detail, these sections highlight a
small number of measures.  Measures for each priority population were selected with the assistance of
members of the Interagency Work Group and AHRQ ex p e rts for particular populations.  For smaller priority
populations, measure selection was often driven by ava i l a ble sample sizes.  When possible, measures we r e
selected to encompass multiple components of health care need, such as preve n t ive services, treatment of
acute illness, management of chronic disease, and access to health care.  Results for all measures are found in
the detailed appendix tabl e s .

It should be noted that this chapter does not provide a comprehensive assessment of health care differences in
each priority population.  Most of the measures tracked in the NHDR were selected to be applicable across
m a ny population groups; only a few, such as immunizations among children and screening for breast cancer
among women, were specific to particular groups.  For some groups, these general measures ove r l o o k
i m p o rtant health care problems specific to particular populations.  In addition, national data may not address
key health issues for specific population groups and are often unable to generate reliable estimates for many
smaller groups.  Instead, this chapter should be seen as a starting point, identifying some problem areas and
indicating gaps in current data and understanding.
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Racial and Ethnic Minorities

In 2000, about 30% of the U.S. population identified themselves as members of racial or ethnic minority
groups.  By 2050, it is projected that these groups will account for almost half of the U.S. population.  Census
2000 counted over 36 million Blacks or African Americans (12.9% of the U.S. population); over 35 million
Hispanics or Latinos who live in the United States (12.5%) and another 3.8 million who live in the
C o m m o n wealth of Puerto Rico1; almost 12 million Asians (4.2%)2; 874,000 Native Hawaiians and Other
Pa c i fic Islanders (0.3%)3; and over 2 million American Indians and Alaska Natives (0.7%), of whom 38%
reside on Federal trust lands.4 Racial and ethnic minorities are more like ly than non-Hispanic Whites to be
poor or near poor.5 In addition, Hispanics, Blacks, and some Asian subgroups are less like ly than non-Hispanic
Whites to have a high school education.6

As with all U.S. subpopulations, racial and ethnic minority populations presented in the NHDR often comprise
d iverse subgroups.  For example, the Asian and Pa c i fic Islander classification represents indiv i d u a l s
originating from more than 100 different countries and territories.  A p p r ox i m a t e ly 6% of Blacks are foreign-
b o rn adding to the diversity already present among U. S . - b o rn African Americans.  American Indian
populations encompass numerous tribal nations.  Hispanics comprise large numbers of recent immigrants and
l o n g - t e rm residents from 20 Spanish-speaking countries across the Americas and Spain. Increases in Hispanic
subpopulations together with the aging of the younger Hispanic population overall present a timely opport u n i t y
to focus on health care and health care disparities for Hispanics.7

In previous chapters of the 2006 NHDR, health care differences by raciali and ethnici i c a t egories as defined by
the Office of Management and Budget and used by the U.S. Census Bureau are described.8 In this section,
quality of and access to health care for each minority group is summarized.  Criteria for importance are that
the difference is statistically significant at the alpha=0.05 level, two-tailed test and that the relative difference is
at least 10% different from the reference group when framed positive ly as a favo r a ble outcome or nega t ive ly as
an adverse outcome.  Access measures focus on facilitators and barriers to health care and exclude health care
utilization measures.

In addition, changes in differences related to race and ethnicity over time are examined in this section.  Fo r
each core report measure, racial, ethnic, and socioeconomic groups are compared with a designated
comparison group at different points in time.  Consistent with Healthy People 2010, disparities are measured in
r e l a t ive terms as the percent difference between each group and a comparison group; changes in disparity are
measured by subtracting the percent difference from the comparison group at the baseline year from the
percent difference from the comparison group at the most recent ye a r.  The change in each disparity is then
d ivided by the number of years between the baseline and most recent estimate to calculate change in disparity
per ye a r.  Core report measures for which the relative differences are changing less than 1% per year are
i d e n t i fied as staying the same. Core report measures for which the relative differences are becoming smaller at
a rate of more than 1% per year are identified as improving disparities.  Core report measures for which the
r e l a t ive differences are becoming larger at a rate of more than 1% per year are identified as wo r s e n i n g
disparities.  Changes of greater than 5% per year are also differentiated from changes of between 1% and 5%
per year in some fi g u r e s .

i Races include: Black or African American, Asian, Native Hawaiian or Other Pa c i fic Islander, American Indian and A l a s k a
N a t ive, White, and persons of multiple races. 
i i Ethnicity differentiates Hispanics and non-Hispanics.  Among non-Hispanics, this report identifies non-Hispanic W h i t e s
and non-Hispanic Blacks.
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As in previous NHDRs, this section includes information on programs and issues that may affect racial and
ethnic disparities.  The assessment of disparities faced by American Indians and Alaska Natives includes
i n f o rmation on the approx i m a t e ly 45% of American Indians and Alaska Natives who obtain care from Indian
Health Service (IHS) facilities.  

In interpreting findings for racial and ethnic minorities, readers should note that considerable gaps in
i n f o rmation for some racial and ethnic minorities exist, which limit the NHDR’s ability to identify the curr e n t
state of disparities for some groups.  Gaps can relate to insufficient data to produce reliable estimates or, wh e n
estimates are possible, to inadequate power to detect large differences.  For example, of core report measures
of quality, it is rarely possible to provide estimates for Native Hawaiians or Other Pa c i fic Islanders and persons
of more than one race.  For Asians, only about two-thirds of core report measures of quality support analy s e s ;
and for American Indians and Alaska Natives, only about half of these same measures support analyses.  T h e
Highlights section of this report presents a more detailed description of current data limitations and ways in
which data are gr a d u a l ly improving.   
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Blacks or African Americans

P r evious NHDRs showed that Blacks had poorer quality of care and worse access to care than Whites for
m a ny measures tracked in the reports.  Findings based on 43 core report measures of quality and 8 core report
measures of facilitators and barriers to health care are shown below.

Figure 4.1. Blacks compared with Whites on measures of quality and access

Better = Blacks receive better quality of care or have better access to care 

than Whites.

S a m e = Blacks and Whites receive about the same quality of care or

access to care .

Wo r s e = Blacks receive poorer quality of care or have worse access to care

than Whites.

C R M= core report measure s .

N o t e : Data presented are the most recent available.

• For 22 of the 43 core report measures of quality, Blacks had poorer quality of care than Whites (Fi g u r e
4.1).  Black-White differences ranged from Blacks being over 10 times as like ly as Whites to be
diagnosed with A I D Si i i to Blacks being 56% less like ly than Whites to commit suicide.  The median
d i fference over all 43 core report measures was 16% (Blacks 16% more like ly to receive poorer quality
care than Whites). 

• For 3 of the 8 core report measures of access, Blacks had signifi c a n t ly worse access to care than W h i t e s .
D i fferences ranged from Blacks being 35% more like ly than Whites to have communication probl e m s
with their children’s providers to Blacks being 4% less like ly than Whites to have a specific source of
ongoing care. The median difference over all 8 core report measures was 15% (Blacks 15% more like ly to
h ave worse access to care than W h i t e s ) .

iii Although differences in developing AIDS do not necessarily translate into differences in quality of care, early and
appropriate treatment of HIV disease can delay progression to AIDS.  
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Figure 4.2. Change in Black-White disparities over time

I m p roving >5% = Black-White diff e rence becoming smaller at rate gre a t e r

than 5% per year.

I m p roving 1-5% = Black-White diff e rence becoming smaller at rate

between 1% and 5% per year.

S a m e = Black-White diff e rence not changing.

Worsening 1-5% = Black-White diff e rence becoming larger at rate

between 1% and 5% per year.

Worsening >5% = Black-White diff e rence becoming larger at rate gre a t e r

than 5% per year.

C R M= core report measure s .

N o t e : The most recent and oldest years of data available are compare d .

Only 41 core report measures of quality could be tracked over time for

Blacks and Whites.

• Of core report measures of quality that could be tracked over time for Blacks and Whites, Black-White
d i fferences became smaller for 11 measures and larger for 16 measures (Figure 4.2).  For 14 measures,
Black-White differences did not change over time.

• Of core report measures of access that could be tracked over time for Blacks and Whites, Black-White
d i fferences became smaller for 3 measures and larger for 4 measures.  For 1 measure, the Black-White
d i fference did not change over time.
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A s i a n s

P r evious NHDRs showed that Asians had similar or better quality of care than Whites but worse access to care
than Whites for many measures tracked in the reports.  Findings based on 29 core report measures of quality
and 7 core report measures of facilitators and barriers to health care that support estimates for either Asians or
Asians and Pa c i fic Islanders in aggr egate are shown below.

Figure 4.3. Asians compared with Whites on measures of quality and access

B e t t e r = Asians receive better quality of care or have better access to care

than Whites.

S a m e = Asians and Whites receive about the same quality of care or

access to care .

Worse = Asians receive poorer quality of care or have worse access to care

than Whites.

C R M= core report measure s .

N o t e : Data presented are the most recent available.

• For 11 of the 29 core report measures of quality, Asians had signifi c a n t ly poorer quality of care than
Whites, while for 8 measures, Asians had signifi c a n t ly better quality of care than Whites (Figure 4.5).
The median difference over all 29 core report measures was -2% (Asians 2% less like ly to receive poorer
quality care than W h i t e s ) .

• For 3 of the 7 core report measures of access, Asians had signifi c a n t ly worse access to care than W h i t e s .
Asian-White differences ranged from Asian parents being 2.3 times as like ly as Whites to report
communication problems with their child’s providers to Asians being 32% less like ly to report diffi c u l t i e s
or delays getting care. The median difference over all 7 core report measures was 8% (Asians 8% more
l i ke ly to have worse access to care than W h i t e s ) .
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Figure 4.4. Change in Asian-White disparities over time

I m p roving >5% = Asian-White diff e rence becoming smaller at rate gre a t e r

than 5% per year.

I m p roving 1-5% = Asian-White diff e rence becoming smaller at rate

between 1% and 5% per year.

S a m e = Asian-White diff e rence not changing.

Worsening 1-5% = Asian-White diff e rence becoming larger at rate

between 1% and 5% per year.

Worsening >5% = Asian-White diff e rence becoming larger at rate gre a t e r

than 5% per year.

C R M= core report measure s .

N o t e : The most recent and oldest years of data available are compare d .

Only 28 core report measures of quality could be tracked over time for

Asians and Whites.

• Of core report measures of quality that could be tracked over time for Asians and Whites, A s i a n - W h i t e
d i fferences became smaller for 8 measures but larger for 11 measures (Figure 4.6).  For 9 measures,
Asian-White differences did not change over time.

• Of core report measures of access that could be tracked over time for Asians and Whites, A s i a n - W h i t e
d i fferences became smaller for 4 measures but larger for 2 measures.  For 1 measure, the A s i a n - W h i t e
d i fference did not change over time.
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American Indians and Alaska Natives

P r evious NHDRs showed that American Indians and Alaska Natives (AI/ANs) had poorer quality of care and
worse access to care than Whites for many measures tracked in the reports.  Findings based on 23 core report
measures of quality and 6 core report measures of access are shown below.

Figure 4.5. AI/ANs compared with Whites on measures of quality and access

B e t t e r = AI/ANs receive better quality of care or have better access to care

than Whites.

S a m e = AI/ANs and Whites receive about the same quality of care or

access to care .

Worse = AI/ANs receive poorer quality of care or have worse access to care

than Whites.

C R M= core report measure s .

N o t e : Data presented are the most recent available.

• O n ly about half of the core report measures supported estimates of quality for A I / A N s .

• For 10 of the 23 core report measures of quality, AI/ANs had signifi c a n t ly poorer quality of care than
Whites (Figure 4.5).  AI/AN-White differences ranged from AI/ANs being twice as like ly as Whites to
lack early prenatal care to AI/ANs being 37% less like ly to die from colorectal cancer.  The median
d i fference over all 23 core report measures was 12% (AI/ANs 12% more like ly to receive poorer quality
care than W h i t e s ) .

• For 1 of the 6 core report measures of access, AI/ANs had signifi c a n t ly worse access to care than W h i t e s .
AI/AN-White differences ranged from AI/ANs under age 65 being over twice as like ly as Whites to lack
health insurance to AI/ANs being 12% less like ly than Whites to report communication problems.  T h e
median difference over all 6 core report measures was 40% (AI/ANs 40% more like ly to have wo r s e
access than W h i t e s ) .
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Figure 4.6. Change in AI/AN-White disparities over time

I m p roving >5% = AI/AN-White diff e rence becoming smaller at rate gre a t e r

than 5% per year.

I m p roving 1-5% = AI/AN-White diff e rence becoming smaller at rate

between 1% and 5% per year.

S a m e = AI/AN-White diff e rence not changing.

Worsening 1-5% = AI/AN-White diff e rence becoming larger at rate

between 1% and 5% per year.

Worsening >5% = AI/AN-White diff e rence becoming larger at rate gre a t e r

than 5% per year.

C R M= core report measure s .

N o t e : The most recent and oldest years of data available are compare d .

Only 20 core report measures of quality and 5 core report measures of

access could be tracked over time for AI/ANs and Whites.

• Less than half of the core report measures supported estimates for changing disparities for A I / A N s .

• Of core report measures of quality that could be tracked over time for AI/ANs and Whites, A I / A N - W h i t e
d i fferences became smaller for 5 measures but larger for 8 measures (Figure 4.6).  For 7 measures,
AI/AN-White differences did not change over time.

• Of core report measures of access that could be tracked over time for AI/ANs and Whites, A I / A N - W h i t e
d i fferences became smaller for 4 measures.  For 1 measure, the AI/AN-White difference did not change
over time.
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Focus on Persons Receiving Care in Indian Health Service Facilities

Fo rt y - five percent of American Indians and Alaska Natives nationwide rely on the Indian Health Service to
p r ovide access to health care.9 Due to low numbers and lack of data, information about A I / A N
hospitalizations is difficult to obtain in most Federal and State hospital utilization data sources.  The NHDR
addresses this gap by examining utilization data from IHS, tribal, and contract hospitals for two quality
measures focusing on treatment: hospitalizations for uncontrolled diabetes per 100,000 population and
hospitalizations for perforated appendix per 1,000 admissions.  

Tre a t m e n t : d i abetes related hospitalizations. Diabetes is one of the leading causes of morbidity and
m o rtality among AI/AN populations, and its prevention and control are a major focus of the IHS Director’s
Chronic Disease Initiative as well as the IHS Health Promotion/Disease Prevention Initiative. As an indication
of the success of these initiatives, the hospitalization rate for short- and long-term complications due to
diabetes has decreased 15.6% since 1997. 

Figure 4.7. Hospitalizations for uncontrolled diabetes per 100,000 population age 18 and older, by race/

ethnicity, in IHS, tribal, and contract hospitals, 2001-2004 (left), and community hospitals, 2001-2003 (right) 

S o u rc e : IHS, tribal, and contract hospitals: National Patient Information Reporting System, 2001-2004; community hospitals: HCUP State

Inpatient Databases disparities analysis file, 2001-2003. 

N o t e : White, Black, and API are non-Hispanic populations.

• B e t ween 2001 and 2004, hospitalizations for uncontrolled diabetes among AI/ANs 18 years and older in
IHS, tribal, and contract hospitals declined 15% from 54.6 to 40.5 per 100,000 population in IHS serv i c e
areas (Figure 4.7, left).  

• In comparison, national community hospital rates were signifi c a n t ly higher among Blacks (67.5 per
100,000) and Hispanics (48.2) than among non-Hispanic Whites (13.5) in 2003 (Figure 4.7, right).  Fr o m
2001 to 2003, national community hospital rates decreased signifi c a n t ly overall and for Whites and
Blacks.  
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Tre a t m e n t : hospitalizations for perfo rated appendix. Addressing barriers of access to health care is a larg e
p a rt of the overall IHS goal which strives to assure that comprehensive, culturally acceptable personal and
p u blic health services are ava i l a ble and accessible to American Indian and Alaska Native persons.  For the
811,744 AI/ANs living in American Indian and Alaska Native tribal areas (2000) where the climate can be
i n h o s p i t a ble, the roads impassable, and transportation scarce, health care facilities can be far from
a c c e s s i bl e .1 0 Perforated appendix hospitalization rates illustrate the continuing eff o rts to achieve
c o m p r e h e n s ive care accessible to all AI/ANs.  

Figure 4.8. Hospitalizations for perforated appendix per 1,000 admissions with appendicitis, by race/

ethnicity, in IHS, tribal, and contract hospitals, 2002-2004 (left), and community hospitals, 2001-2003 (right) 

S o u rc e : IHS, tribal, and contract hospitals: IHS National Patient Information Reporting System, 2002-2004; community hospitals: HCUP

State Inpatient Databases disparities analysis file, 2001-2003.

N o t e : White, Black, and API are non-Hispanic populations.

• B e t ween 2002 and 2004, hospitalizations for perforated appendix among AI/ANs in IHS, tribal, and
contract hospitals declined from 376 to 358 per 1,000 admissions with appendicitis in IHS service areas
( Figure 4.8, left).  

• In comparison, hospitalizations in community hospitals in 2003 were signifi c a n t ly higher among Blacks
(339 per 1,000 admissions) and Hispanics (309) compared with Whites (292) (Figure 4.8, right).  Fr o m
2001 to 2003, rates in community hospitals decreased signifi c a n t ly overall and for Whites, APIs, and
Hispanics.  
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Native Hawaiians and Other Pacific Islanders

The ability to assess disparities among Native Hawaiians and Other Pa c i fic Islanders (NHOPIs) for the NHDR
has been hampered by two main issues.  First, the NHOPI racial categ o ry is relative ly new to Federal data
collection.  Prior to 1997, NHOPIs were classified as part of the Asian and Pa c i fic Islander racial categ o ry and
could not be identified separately in most Federal data.  In 1997, the Office of Management and Budget
p r o m u l gated new standards for Federal data on race and ethnicity and mandated that information about
NHOPIs be collected separately from information about A s i a n s .8 Federal agencies had until 2003 to be fully
compliant with these standards.  Because earlier NHDRs report predominantly on data collected before 2003,
m a ny of the databases used had not fully transitioned to the new standards.  Hence, few databases could
p r ovide any estimates for the NHOPI population.  Second, when information about this population wa s
c o l l e c t e d, databases often included insufficient numbers of NHOPIs to allow reliable estimates.  

C o n s e q u e n t ly, in previous NHDRs, estimates for the NHOPI population could be generated for only about 5
NHDR core measures.  Howeve r, problems persist.  In this NHDR, of the 42 core report measures of quality,
estimates for NHOPIs could be made for only 3—1 measure from the National Health Interv i ew Survey and 2
measures from the CMS Home Health Care Outcome and Assessment Information Set.  Of the 8 core report
measures of access, estimates for NHOPIs could be made for only 3—persons with health insurance and
persons with a source of ongoing care from the National Health Interv i ew Survey and persons with a primary
care provider from the Medical Expenditure Panel Survey.  A lack of quality data on this population prohibits
the NHDR from detailing disparities for this group.  As more data become ava i l a ble, this information will be
included in future report s .
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Hispanics or Latinos

P r evious NHDRs showed that Hispanics had poorer quality of care and worse access to care than non-
Hispanic Whites for many measures tracked in the reports.  Findings based on 38 core report measures of
quality and 8 core report measures of access to health care that support estimates for Hispanics are show n
b e l ow.

Figure 4.9. Hispanics compared with non-Hispanic Whites on measures of quality and access

B e t t e r = Hispanics receive better quality of care or have better access to

c a re than non-Hispanic Whites.

S a m e = Hispanics and non-Hispanic Whites receive about the same quality

of care or access to care .

Wo r s e = Hispanics receive poorer quality of care or have worse access to

c a re than non-Hispanic Whites.

C R M= core report measure s .

N o t e : Data presented are the most recent available.

• For 24 of the 38 core report measures of quality, Hispanics had poorer quality of care than non-Hispanic
Whites (Figure 4.9).  Differences ranged from Hispanics being over 3.5 times as like ly to be diagnosed
with AIDS to Hispanics being 56% less like ly to commit suicide.  The median difference over all 38 core
r e p o rt measures was 20% (Hispanics 20% more like ly to receive poorer quality care than non-Hispanic
W h i t e s ) .

• For 7 of the 8 core report measures of access, Hispanics had worse access to care than non-Hispanic
Whites. Differences ranged from Hispanics under age 65 being 2.9 times as like ly to lack health
insurance to Hispanics being 10% less like ly to report difficulties or delays getting care.  The median
d i fference over all 8 core report measures was 88% (Hispanics 88% more like ly to have worse access
than non-Hispanic W h i t e s ) .
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Figure 4.10. Change in Hispanic–non-Hispanic White disparities over time

I m p roving >5% = Hispanic–non-Hispanic White diff e rence becoming

smaller at rate greater than 5% per year.

I m p roving 1-5% = Hispanic–non-Hispanic White diff e rence becoming

smaller at rate between 1% and 5% per year.

S a m e = Hispanic–non-Hispanic White diff e rence not changing.

Worsening 1-5% = Hispanic–non-Hispanic White diff e rence becoming

l a rger at rate between 1% and 5% per year.

Worsening >5% = Hispanic–non-Hispanic White diff e rence becoming larg e r

at rate greater than 5% per year.

C R M= core report measure s .

N o t e : The most recent and oldest years of data available are compare d .

Only 36 core report measures of quality could be tracked over time for

Hispanics and non-Hispanic Whites.

• Of core report measures of quality that could be tracked over time for Hispanics and non-Hispanic
Whites, Hispanic–non-Hispanic White differences became smaller for 12 measures but larger for 13
measures (Figure 4.10).  For 11 measures, Hispanic–non-Hispanic White differences did not change ove r
t i m e .

• Of core report measures of access that could be tracked over time for Hispanics and non-Hispanic W h i t e s ,
Hispanic–non-Hispanic White differences became smaller for 1 measure but larger for 5 measures. For 2
measures, Hispanic–non-Hispanic White differences did not change over time.
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Focus on Hispanic Subpopulations

The Hispanic population in the United States is highly heterogeneous.  Almost 60% are of Mexican origin,
making it the largest Hispanic subpopulation in the country.  People originating from Puerto Rico, Central
America, and South America are the next largest subgroups.  Among Hispanics, variation in access to and
quality of health care has been observed related to country of origin.  Findings are presented below on
d i fferences among different Hispanic subpopulations in three quality measures focusing on preve n t i o n ,
timeliness, and patient centeredness—advice to quit smoking, care for illness or injury as soon as wa n t e d, and
the patient experience of care, respective ly—and one access measure—uninsurance.

Figure 4.11. Adult smokers receiving advice to quit smoking, by ethnicity and country of origin, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized smokers age 18 and

o v e r.

• The percentage of adult smokers receiving advice to quit smoking is signifi c a n t ly lower among all
Hispanics compared with non-Hispanic Whites (Figure 4.11).

• Among Hispanic subpopulations, Mexicans have the lowest rates of advice to quit smoking, and their rate
is signifi c a n t ly lower compared with non-Hispanic W h i t e s .
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F i g u re 4.12. Adults who sometimes or never get care for illness or injury as soon as wanted, by ethnicity and

country of origin, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and

o v e r.

• The percentage of adults who sometimes or never get care for illness or injury as soon as wanted is
s i g n i fi c a n t ly higher among all Hispanics compared with non-Hispanic Whites (Figure 4.12).

• Among Hispanic subpopulations, Mexicans have the highest rates, and their rate is signifi c a n t ly higher
compared with non-Hispanic W h i t e s .

Figure 4.13. Adults whose providers sometimes or never listened carefully, explained things clearly,

showed respect for what they had to say, and spent enough time with them, by ethnicity and country of

origin, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and

o v e r.

• The percentage of adults whose providers sometimes or never listened carefully, explained things clearly,
s h owed respect for what they had to say, and spent enough time with them is signifi c a n t ly higher among
all Hispanics compared with non-Hispanic Whites (Figure 4.13).

• Among Hispanic subpopulations, Central or South Americans have the highest rates of poor
communication, and their rate and the rate among Mexicans are signifi c a n t ly higher compared with non-
Hispanic W h i t e s .
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Figure 4.14. People under age 65 uninsured all year, by ethnicity and country of origin, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population under age

6 5 .

• The percentage of people under age 65 uninsured all year is signifi c a n t ly higher among all Hispanics
compared with non-Hispanic Whites (Figure 4.14).

• Among Hispanic subpopulations, Mexicans have the highest rates of uninsurance. The rates for
M exicans, Central or South Americans, and Cubans are signifi c a n t ly higher compared with rates for non-
Hispanic W h i t e s .
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Focus on Recent Immigrants and Limited English-Proficient Populations

Recent Immigrants

I m m i grants often encounter barriers to high quality health care.  About 30 million persons living in the United
States in 2000 were born outside the United States, up from 20 million in 1990.  Asians and Hispanics are
much more like ly to be foreign-born.  About 70% of Asians and 40% of Hispanics in the United States are
f o r e i g n - b o rn compared with 6% of Whites and Blacks.1 1 This section identifies differences in one quality
measure focusing on treatment—completion of tuberculosis therapy—and one measure of access to care—
persons with a usual source of care—for Americans born outside of the United States. 

Tre a t m e n t : completion of tuberculosis thera py. C e rtain diseases are concentrated among Americans born in
other countries.  For example, more than half of tuberculosis cases in the Nation are among foreign-born
i n d ividuals, and the case rate among foreign-born individuals is more than 8 times higher than among
i n d ividuals born in the United States.  The percentage of cases of tuberculosis among U. S . - b o rn individuals is
decreasing while the percentage of cases among foreign-born individuals is increasing.1 2 Adherence to
recommended treatments is important for reducing drug resistant tuberculosis and leads to completion of
t h e r a py within 12 months of diagnosis.

Figure 4.15. Completion of therapy for tuberculosis within 12 months of being diagnosed among persons

born outside the United States, by race (left) and ethnicity (right), 1999-2002

Key: API=Asian or Pacific Islander.

S o u rce: Centers for Disease Control and Prevention, National Tu b e rculosis Surveillance System, 1999-2002.

R e f e rence population: F o re i g n - b o rn U.S. resident population with verified tuberculosis, all ages.

• In 1999 and 2002, the proportion of persons who completed therapy for tuberculosis within 12 months of
being diagnosed was signifi c a n t ly lower among foreign-born Hispanics compared with foreign-born non-
Hispanic Whites (Figure 4.15).

• In 2001, the proportion was signifi c a n t ly higher among foreign-born Blacks compared with foreign-born
Whites, but in 2002 this disparity was eliminated.

• From 1999 to 2002, the proportion of persons who completed therapy for tuberculosis within 12 months
of being diagnosed increased signifi c a n t ly for the overall foreign-born U.S. population and for foreign-
b o rn APIs but did not change signifi c a n t ly for any other group.  
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Access to care : usual source of care. The patient-primary care provider relationship is built upon mutual
respect, trust, and understanding.  Being born outside the United States may influence whether patients are
a ble to build such relationships due to cultural, language, or other factors.   

Figure 4.16. Persons who have a usual primary care provider, by race and ethnicity, stratified by place of

birth, 2003

S o u rce: Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and

o v e r.

• The overall proportion of adults with a usual source of care was signifi c a n t ly lower among foreign-born
persons compared with individuals born in the United States (Figure 4.16).

• Compared with U. S . - b o rn Whites, the proportion of adults with a usual source of care was signifi c a n t ly
l ower among Whites, Blacks, and Asians born outside the United States as well as Blacks born in the
United States.

• Compared with U. S . - b o rn non-Hispanic Whites, the proportion of adults with a usual source of care wa s
s i g n i fi c a n t ly lower among Hispanics born outside the United States as well as Hispanics born in the
United States.

H i g h l i g h t s

144

Chapter 4. Priority Populations Racial and Ethnic Minorities

Disparities report new 2006  1/9/07  11:22 AM  Page 144



H i g h l i g h t s

145

Language Spoken at Home 

Quality health care requires that patients and providers communicate eff e c t ive ly. The ability of providers and
patients to communicate clearly with one another can be compromised if they do not speak the same language.
Quality may suffer if patients with limited English profi c i e n cy are unable to express their care needs to
p r oviders who speak English only or who do not have an interp r e t e r ’s assistance. 

Limited English profi c i e n cy is a barrier to quality health care for many Americans.  About 47 million
Americans, or 18% of the population, spoke a language other than English at home in 2000, up from 32
million in 1990. Of these individuals, 28 million (about 11% of the population) spoke Spanish, 10 million
(about 4% of the population) spoke another Indo-European language, and 7 million (about 3% of the
population) spoke an Asian or Pa c i fic Islander language at home.  Almost half of persons who spoke a foreign
language at home reported not speaking English ve ry we l l .1 3 A study of health plan members and use of
i n t e rpreters showed that the use of interpreters reduced disparities for Hispanic and API members (28% and
21%, respective ly ) .1 4 Findings are presented below on differences in one quality measure focusing on patient
centeredness—the patient experience of care—and one access measure—uninsurance—between persons wh o
speak English at home and those who speak some other language at home.

Patient centere d n e s s : patient experience of care. Communication problems between the patient and prov i d e r
can lead to lower patient adherence to medications and decreased participation in medical decisionmaking.
Language problems can also exacerbate cultural differences that impair the delive ry of quality health care.

Figure 4.17. Adults whose health providers sometimes or never listened carefully, explained things, showed

respect, and spent enough time with them, by race and ethnicity, stratified by language spoken at home,

2003 

S o u rc e : Medical Expenditure Panel Survey, 2003.

D e n o m i n a t o r : Civilian noninstitutionalized population age 18 and over. 
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• The overall proportion of adults whose health providers sometimes or never listened carefully, ex p l a i n e d
things clearly, respected what they had to say, or spent enough time with them was signifi c a n t ly higher
among individuals who speak a foreign language at home compared with individuals who speak English
at home (Figure 4.17).

• Compared with Whites who speak English at home, the proportion of adults with communication
p r o blems was signifi c a n t ly higher among Whites and Asians who speak some other language at home.

• Compared with non-Hispanic Whites who speak English at home, the proportion of adults with
communication problems was signifi c a n t ly higher among Hispanics who speak some other language at
home as well as Hispanics who speak English at home.

Access to care : u n i n s u ra n c e. Persons who speak a language other than English at home may have less access
to resources, such as health insurance, that facilitate getting needed health care.

Figure 4.18. Adults under age 65 uninsured all year, by race and ethnicity, stratified by language spoken at

home, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population ages 18-64.

• The overall proportion of adults under age 65 uninsured all year was signifi c a n t ly higher among
i n d ividuals who speak a foreign language at home compared with individuals who speak English at home
( Figure 4.18).

• Compared with Whites who speak English at home, the proportion of persons uninsured all year wa s
s i g n i fi c a n t ly higher among Whites, Blacks, and Asians who speak some other language at home as we l l
as Blacks who speak English at home.

• Compared with non-Hispanic Whites who speak English at home, the proportion of persons uninsured all
year was signifi c a n t ly higher among Hispanics who speak some other language at home as well as
Hispanics who speak English at home.
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Language Assistance  

Clear communication is an important component of eff e c t ive health care delive ry. It is vital for providers to
understand patients’ health care needs and for patients to understand prov i d e r s ’ diagnoses and treatment
r e c o m m e n d a t i o n s . Communication barriers can relate to language, culture, and health literacy.

For persons with limited English profi c i e n cy, having language assistance is of particular import a n c e . Pe r s o n s
with limited English profi c i e n cy may choose a usual source of care in part based on language concordance;
thus, not having a language-concordant provider may limit or discourage some patients from establishing a
usual source of care

This ye a r ’s NHDR includes a supplemental measure of access: provision of language assistance by the usual
source of care. Language assistance includes bilingual clinicians, trained medical interpreters, and bilingual
receptionists and other informal interp r e t e r s .

Figure 4.19. Adults with limited English proficiency with and without a usual source of care who offers 

language assistance, 2003 

K e y : USC = usual source of care .

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and

o v e r.

N o t e : Language assistance includes bilingual clinicians, trained medical

i n t e r p reters, and informal interpreters (e.g., bilingual re c e p t i o n i s t s ) .

• A large proportion of individuals with limited English profi c i e n cy do not have a usual source of care—
47% (Figure 4.19).

• Another 47% of individuals with limited English profi c i e n cy have a usual source of care that off e r s
language assistance. 

• O n ly 6% of individuals with limited English profi c i e n cy have a usual source of care that does not off e r
language assistance.
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Low Income Gro u p s

The poor are defined as persons living in families whose household income falls below specific pove rt y
thresholds.  These thresholds va ry by fa m i ly size and composition and are updated annually by the U. S .
Bureau of the Census.iv,1 5 After falling for nearly a decade, the numbers of poor persons in America rose
from 31.6 million in 2000 to 37.0 million in 2005, and the pove rty rate increased from 11.3% to 12.6% ove r
the same period.

Pove rty varies by race and ethnicity.  In 2005, 25% of Blacks, 22% of Hispanics, 11% of Asians, and 8% of
Whites were poor.1 6 Persons with low incomes often experience worse health and are more like ly to die
p r e m a t u r e ly.1 7 In general, the poor have reduced access to high quality care.  Income-related differences in
quality of care that are independent of health insurance coverage have also been demonstrated.1 8

In previous chapters of this report, health care differences by income were described.  In this section,
disparities in quality of and access to health care for poorv compared with high incomev i i n d ividuals are
summarized.  For each core report measure, poorer persons can have health care that is worse than, about the
same as, or better than health care received by high income persons.  Only relative differences of at least 10%
that are statistically significant with alpha=0.05 are discussed in this report.  Access measures focus on
facilitators and barriers to health care and exclude health care utilization measures.

In addition, changes in differences related to income over time are examined.  For each core report measure,
racial, ethnic, and socioeconomic groups are compared with a designated comparison group at different points
in time.  Consistent with Healthy People 2010, disparities are measured in relative terms as the percent
d i fference between each group and a comparison group; changes in disparity are measured by subtracting the
percent difference from the comparison group at the baseline year from the percent difference from the
comparison group at the most recent ye a r.  The change in each disparity is then divided by the number of
years between the baseline and most recent estimate to calculate change in disparity per ye a r.  Core report
measures for which the relative differences are changing less than 1% per year are identified as staying the
same. Core report measures for which the relative differences are becoming smaller at a rate of more than 1%
per year are identified as improving disparities.  Core report measures for which the relative differences are
becoming larger at a rate of more than 1% per year are identified as worsening disparities.  Changes of gr e a t e r
than 5% per year are also differentiated from changes of between 1% and 5% per year in some fi g u r e s .

iv For example, in 2005 the Federal pove rty threshold for a fa m i ly of 2 adults and 2 children was $19,806.  
v Household income less than Federal pove rty thresholds.
v i Household income 400% of Federal pove rty thresholds and higher.
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As in previous NHDRs, this section includes information on programs that may affect low income gr o u p s .
This ye a r ’s report includes three quality measures relating to prevention—screening for colorectal cancer and
counseling of ove r weight adults and childrenv i i—and one access measure—dental care—of special releva n c e
to the uninsured.  Also included in this section are three access measures focusing on dental care for children
s e rved by school-based health centers.v i i i

Figure 4.20. Poor compared with high income individuals on measures of quality and access

B e t t e r = Poor receive better quality of care or have better access to care

than high income individuals.

Same = Poor and high income individuals receive about the same quality

of care or access to care .

Worse = Poor receive poorer quality of care or have worse access to care

than high income individuals.

C R M= core report measure s .

• Less than half of the core report measures supported estimates of quality for the poor.

• For 12 of the 18 core report measures of quality with income data, the poor had signifi c a n t ly poorer
quality of care than high income individuals (Figure 4.20).  Differences ranged from poor children being
over three times as like ly as high income children to be hospitalized for asthma to poor individuals being
15% less like ly to lack needed substance abuse treatment.  The median difference was 48% (poor
i n d ividuals 48% more like ly to receive poorer quality care than high income indiv i d u a l s ) .

• For all 8 core report measures of access, the poor had signifi c a n t ly worse access to care than high income
i n d ividuals. Differences ranged from the poor under age 65 being over five times as like ly as high income
i n d ividuals to lack health insurance to the poor being 73% more like ly to lack a primary care prov i d e r.
The median difference was 2.4 (poor individuals 2.4 times as like ly to have worse access as high income
i n d ividuals).  

v i iIncludes one measure for adults—counseling obese adults about exercise—and one measure for children—counseling
about healthy eating.
v i i iIncludes these measures of dental care for children served by school-based health centers: children who saw or talked 
with a dentist, health centers that recommended or referred children to another place for dental care, and children that 
needed but could not access dental care.
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Figure 4.21. Change in poor-high income disparities over time

I m p roving >5% = Poor-high income diff e rence becoming smaller at rate

g reater than 5% per year.

I m p roving 1-5% = Poor-high income diff e rence becoming smaller at rate

between 1% and 5% per year.

S a m e = Poor-high income diff e rence not changing.

Worsening 1-5% = Poor-high income diff e rence becoming larger at rate

between 1% and 5% per year.

Worsening >5% = Poor-high income diff e rence becoming larger at rate

g reater than 5% per year.

C R M= core report measure s .

Note: The most recent and oldest years of data available are compare d .

Only 13 core report measures of quality could be tracked over time for poor

and high income individuals. 

• Less than half of the core report measures supported estimates of changing disparities in quality for the
p o o r.

• Of core report measures of quality that could be tracked over time for poor and high income indiv i d u a l s ,
p o o r-high income differences became smaller for 4 measures but larger for 8 measures (Figure 4.21).  Fo r
1 measure, the poor-high income difference did not change over time.

• Of core report measures of access that could be tracked over time for poor and high income indiv i d u a l s ,
p o o r-high income differences became smaller for 4 measures and larger for 4 measures.
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Focus on Uninsurance

L ow - p aying jobs are less like ly to include health insurance, and the cost of health insurance makes low income
i n d ividuals less like ly to be able to afford insurance.  This puts low income individuals at a heightened risk for
being uninsured.  Compared to insured persons, the uninsured report more problems getting care and are
diagnosed at later disease stages.19, 20 T h ey report poorer health status2 1 are sicker when hospitalized, and are
more like ly to die during their hospital stay.2 0 Uninsured persons often avoid non-urgent care such as
p r eve n t ive screenings, have difficulty obtaining care when they ultimately seek it, and must bear the full bru n t
of health care costs.  In addition, prolonged periods of uninsurance can have a part i c u l a r ly serious influence on
a person’s health and stability.  

Three quality measures relating to prevention—colorectal cancer screening, counseling obese adults about
exercise, and counseling children about healthy eating—and one access measure—dental care—of part i c u l a r
r e l evance to the uninsured are highlighted below.

Quality of Health Care

P reve n t i o n : s c reening for colorectal cancer. Screening for colorectal cancer with fecal occult blood testing or
s i g m o i d o s c o py is an eff e c t ive way of reducing new cases of late stage disease and mortality caused by this
c a n c e r.

Figure 4.22. Adults age 50 and over who received recommended colorectal screening by income, stratified

by insurance status, 2003

S o u rc e : National Health Interview Survey, 2003.

R e f e rence population: Adults age 50 and over in the civilian

noninstitutionalized population.

Note: Fecal occult blood testing is recommended every 2 years for adults

age 50 and over; sigmoidoscopy is recommended as a one-time scre e n i n g

for adults age 50 and over.  

• The proportion of adults age 50 and over who had received recommended colorectal cancer screening wa s
s i g n i fi c a n t ly lower for uninsured compared with priva t e ly insured persons for the total population and for
eve ry income group (Figure 4.22).  The proportion was also signifi c a n t ly lower for the total population of
p u bl i c ly insured compared with priva t e ly insured persons.  

• Compared with priva t e ly insured high income persons, the proportion of adults age 50 and over who had
r e c e ived recommended colorectal cancer screening was signifi c a n t ly lower among uninsured poor, near
p o o r, and middle income persons; among publ i c ly insured poor and near poor persons; and among
p r iva t e ly insured near poor and middle income persons.  
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P reve n t i o n : counseling obese adults about exe rc i s e. R egular exercise aids in weight loss and blood pressure
control, reducing the risk of heart disease, stroke, diabetes, and other diseases. 

Figure 4.23.  Obese adults given advice about exercise by their doctor or other health provider, by 

insurance status, 2002 and 2003 

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and

o v e r. 

• In both years, the proportion of obese adults who were given advice about exercise was signifi c a n t ly
l ower among uninsured compared with priva t e ly insured persons (Figure 4.23).  

• From 2002 to 2003, no significant trends were observed.  
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P reve n t i o n : counseling ove r weight children about healthy eating. Counseling about healthy eating can play
an important role in helping children to loose excess weight and establish healthy lifestyle behaviors.  

Figure 4.24. Overweight children ages 2-19 whose parents/guardians reported advice from a doctor or

other health provider about healthy eating, by insurance status, 2002 and 2003

S o u rc e : Medical Expenditure Panel Survey, 2002 and 2003.

R e f e rence population: Civilian noninstitutionalized population ages 2-19.

• In both years, the proportion of children ages 2-19 whose parents/guardians reported advice from a doctor
or other health provider about healthy eating was signifi c a n t ly lower among uninsured and publ i c ly
insured compared with priva t e ly insured persons (Figure 4.24).  

• From 2002 to 2003, no significant trends were observed.  
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Access to Health Care 

Dental care. R egular dental visits promote prevention, early diagnosis, and optimal treatment of oral diseases
and conditions. 

Figure 4.25. Persons with a dental visit in the past year, by income, stratified by insurance status, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.  

R e f e rence population: Civilian noninstitutionalized population, all ages.

• The proportion of persons with a dental visit in the past year was signifi c a n t ly lower among uninsured
compared with priva t e ly insured persons in the total population and in eve ry income group (Figure 4.25).  

• For the total population and for near poor and middle income persons, the proportion was also
s i g n i fi c a n t ly lower among publ i c ly insured compared with priva t e ly insured persons.  

• For persons of eve ry insurance status, the proportion with a dental visit in the past year was signifi c a n t ly
l ower among poor, near poor, and middle income compared with high income persons.  

• O n ly high income persons with private health insurance met the Healthy People 2010 target of 56% of
persons with a dental visit in the past ye a r.
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Focus on Care of Children Served by School-Based Health Centers

Health centers have a 40-year history of providing accessible, aff o r d a ble, primary, and preve n t ive health care
s e rvices to low income families.  Health centers are funded under Section 330 of the Public Health Serv i c e
Act, the Health Centers Consolidation Program, and are administered by the Health Resources and Serv i c e s
Administration (HRSA).  In 2004, 914 health centers provided care to 13.1 million patients living in rural and
urban medically underserved areas and populations.  Health centers operate in eve ry State, U.S. terr i t o ry, and
the District of Columbia.  T h ey serve clients that are primarily low income and minorities.  About 60% of
clients have incomes less than 100% of the Federal pove rty level, and nearly three-quarters have incomes less
than 200% of this level.  Similarly, about 60% of clients are racial and ethnic minorities, and about a third are
best served in a language other than English.  

As part of the President’s Health Centers Initiative, HRSA expects new ly funded grantees to provide oral
health services on site or through referrals.  A d d i t i o n a l ly, HRSA has provided funding opportunities for
existing health centers to: (1) establish new oral health services at sites that lack on-site access, or (2) establ i s h
n ew satellite sites to provide oral health services to a population that has lacked access to these services. In
fiscal year 2004, more than 2,133 oral health care full-time equivalent dentists and dental hygienists prov i d e d
oral health care to over 2.1 million health center users.  As part of the 2003 Healthy Schools Healthy
Communities User Visit Survey, HRSA collected data on the quality of care received by 781 school-aged
children served by school-based health centers.i x While disparities remain, school-based health centers
p e r f o rm as well as or better than providers outside of health centers in the delive ry of accessible, high quality,
p r i m a ry, and preve n t ive oral health care to low income and underserved children.  

This section identifies differences in three measures of access to dental care for school-aged children served by
health centers—children who saw or talked with a dentist, health centers that recommended or referr e d
children to another place for dental care, and children that needed but could not access dental care.

i x The Healthy Schools Healthy Communities (HSHC) Section 330 of the Public Health Service Act does not include
authorization for the HSHC program. Eff e c t ive fiscal year 2006, HRSA no longer identifies HSHC as a separate health
center program or categ o ry/type of health center; howeve r, there will continue to be recognition of school-aged children as an
u n d e r s e rved population served by health centers. All organizations receiving section 330 funding specifi c a l ly to support a
HSHC program must comply with the requirements of section 330(e), Community Health Center Progr a m .
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Access to Health Care

Dental care. R egular dental care, especially good oral habits formed early in life, can promote good health
over a lifetime and help prevent other diseases. 

Figure 4.26. Children ages 4-17 who saw or talked with a dentist in the past year, by race/ethnicity, 2003

S o u rc e : Health Resources and Services Administration, Healthy Schools

Healthy Communities User Visit Survey,  2003.

R e f e rence population: C h i l d ren ages 4-17 years served by a school-

based health center.

N o t e : Whites and Blacks are non-Hispanic groups.  

• For both age groups, Hispanic children served by a school-based health center were signifi c a n t ly less
l i ke ly than White children to have seen or talked with a dentist in the past year (Figure 4.26).  Other
disparities by race/ethnicity were not observed.  

• Among Black children, those ages 4-11 were signifi c a n t ly more like ly than those ages 12-17 to have seen
or talked with a dentist in the past ye a r.  Other disparities by age group were not observed.  

H i g h l i g h t s

156

Chapter 4. Priority Populations Low Income Gro u p s

Disparities report new 2006  1/9/07  11:22 AM  Page 156



Figure 4.27. Children ages 4-17 who were recommended or referred by a school-based health center to

another place for dental care, by race/ethnicity and insurance status, 2003

S o u rc e : Health Resources and Services Administration, Healthy Schools

Healthy Communities User Visit Survey, 2003.

R e f e rence population: C h i l d ren ages 4-17 years served by a school-based

health center.

Note: Whites and Blacks are non-Hispanic groups.  

• About 12% of children served by a school-based health center were recommended or referred to another
place for dental care (Figure 4.27).  

• Disparities by race/ethnicity and by insurance status were not observed. 

Figure 4.28. Children ages 4-17 who needed but could not access dental care in the past 6 months, by

race/ethnicity and insurance status, 2003

S o u rc e : Health Resources and Services Administration, Healthy Schools

Healthy Communities User Visit Survey, 2003.

R e f e rence population: C h i l d ren ages 4-17 served by a school-based

health center.

N o t e : Whites and Blacks are non-Hispanic groups.  

• About 10% of children served by a school-based health center who needed dental care in the past 6
months did not receive it (Figure 4.28).  

• Disparities by race/ethnicity were not observed. 

H i g h l i g h t s

157

Chapter 4. Priority Populations Low Income Gro u p s

Disparities report new 2006  1/9/07  11:22 AM  Page 157



Wo m e n

Census 2000 counted 140 million females, 51% of the U.S. population, of whom 40 million are members of
racial or ethnic minority gr o u p s .2 2 By 2050, it is projected that just under half of females in the United States
will be members of racial or ethnic minority gr o u p s .2 3 The ratio of males to females is highest at birth, wh e n
male infants outnumber female infants, and gr a d u a l ly declines with age due to higher male mortality rates.
Among Americans 85 and older, women outnumber men by more than 2 to 1.2 4 Pove rty disproport i o n a t e ly
a ffects women; almost 13.9% of women lived in households with incomes below the Federal pove rty level in
2 0 0 4 .2 5

Women in the United States have a life ex p e c t a n cy 5 years longer than men2 6 and lower age-adjusted death
rates than men for 13 of the 15 leading causes of death.2 7 H oweve r, women are more like ly than men to report
h aving arthritis, asthma,2 8 and serious mental illness.2 9 There is significant variation in health status and
health-related behaviors for women of different races and ethnicities.3 0 In general, gender differences in
quality of care are small.  

M a ny measures of relevance to women are tracked in the NHDR. Findings presented here highlight four
quality measures and one access measure of particular importance to women: 

Component of health care need: M e a s u re :
P r eve n t i o n Colorectal cancer screening, prenatal care/maternal health
Tr e a t m e n t Recommended care for heart attack
M a n a g e m e n t N ew AIDS cases
Access to care Usual source of care
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Quality of Health Care

P revention: Screening for Colorectal Cancer  

Ensuring that all populations have access to appropriate cancer screening services is a core element of
reducing cancer health disparities.3 1 Screening for colorectal cancer with fecal occult blood testing or
s i g m o i d o s c o py is an eff e c t ive way of reducing new cases of late stage disease and mortality caused by this
c a n c e r.

Figure 4.29. Adults age 50 and over who received recommended colorectal screening, by race, ethnicity,

income, and gender, 2003

K e y : AI/AN=American Indian/Alaska Native.

S o u rc e : National Health Interview Survey, 2003.

R e f e rence population: Adults age 50 and over in the civilian

noninstitutionalized population.

N o t e : Fecal occult blood testing is recommended every 2 years for adults

age 50 and over; sigmoidoscopy is recommended as a one-time scre e n i n g

for adults age 50 and over.  

• For the total population, females were signifi c a n t ly less like ly to have received a recommended colorectal
cancer screening compared with males (Figure 4.29).  

• Black and Asian females were signifi c a n t ly less like ly than White females; Hispanic females we r e
s i g n i fi c a n t ly less like ly than non-Hispanic White females; and poor, near poor, and middle income
females were signifi c a n t ly less like ly than high income females to have received a recommended
colorectal cancer screening.  

• Within racial, ethnic, and income groups, White, Black, non-Hispanic White, and high income females
were signifi c a n t ly less like ly than respective males to have received a recommended colorectal cancer
s c r e e n i n g .
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P revention: Prenatal Care / M a t e rnal Health

C h i l d b i rth and reproductive care are the most common reasons for women of childbearing age to use health
care; and with more than 11,000 births each day in the United States, childbirth is the most common reason
for hospital admission.3 2 G iven that birth outcomes may have lifetime effects, good prenatal care has the
potential to affect the future health and health care needs of the Nation.3 3 It is recommended that wo m e n
b egin receiving prenatal care in the first trimester of preg n a n cy.  

Figure 4.30. Mothers with prenatal care in the first trimester by race (top left), ethnicity (top right), and 

education (bottom left), 1998-2003   

Key: API = Asian or Pacific Islander; AI/AN = American Indian or Alaska

N a t i v e .

S o u rce: National Vital Statistics System - Natality, 1998-2003.

R e f e rence population: Women with live births. 

• In all 6 years, the proportion of women who initiated
prenatal care in the first trimester was signifi c a n t ly 
l ower among Black and AI/AN women compared with 
White women; among Hispanic compared with non-
Hispanic White women; and among women with a 
high school education or less compared with women 
with any college education (Figure 4.30).  In 1998 the 
p r o p o rtion was also signifi c a n t ly lower among API 
compared with White women; but in all other ye a r s ,
this disparity was not observed.  

• B e t ween 1998 and 2003, rates of mothers initiating 
prenatal care in the first trimester did not change 
s i g n i fi c a n t ly for any gr o u p .

• O n ly persons with any college education achieved the Healthy People 2010 target of 90% of preg n a n t
women receiving prenatal care in the first trimester.  
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I n f o rmation about income is not typically collected on birth cert i ficates, so education is commonly used as a
p r oxy for socioeconomic status.  Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic
status than W h i t e s .3 4 To distinguish the effects of race, ethnicity, and education on quality of health care, this
measure is stratified by level of education.  

Figure 4.31. Mothers with prenatal care in the first trimester by race (left) and ethnicity (right), stratified by

education, 2001  

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : National Vital Statistics System - Natality, 2001.

R e f e rence population: Women with live births.

• Education explains some but not all of the differences in health care among women by race and ethnicity.
Racial and ethnic differences in mothers who initiate prenatal care in the first trimester tended to persist
among women with similar education (Figure 4.31).

• O n ly college educated Whites and non-Hispanic Whites achieved the Healthy People 2010 target of 90%
of mothers receiving prenatal care in the first trimester.
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Treatment:  Recommended Hospital Care for Heart Attack

Each ye a r, about half a million women die of cardiovascular disease.  Among these, 250,000 die of heart
a t t a c k s .3 5 Although heart disease is the leading cause of death among both women and men, sex differences in
c a r d i ovascular care have been demonstrated and may relate to sex differences in disease presentation.
M o r e ove r, although major risk factors for cardiovascular disease can often be prevented or controlled through
lifestyle changes, physicians are less like ly to counsel women than men about diet, exercise, and substance
a bu s e .3 6 After a first heart attack, women are less like ly than men to receive cardiac rehabilitation3 7 and are
more like ly to die.3 8

Figure 4.32. Recommended hospital care received by Medicare patients with heart attack by gender, 2002-

2003

S o u rc e : Centers for Medicare & Medicaid Services, Medicare Quality

I m p rovement Organization program, 2002-2004.

D e n o m i n a t o r : M e d i c a re beneficiaries hospitalized for heart attack.

N o t e : Composite is calculated by averaging the percentage of the

population that received each of the six incorporated components of care .

See Chapter 1, Introduction and Methods, for composite details.

• In 2002 and 2003, the percentage of Medicare patients with heart attack receiving recommended hospital
care was signifi c a n t ly lower among females compared with males (Figure 4.32).  In 2004, this disparity
was eliminated.  

• From 2002 to 2004, the percentage of Medicare patients with heart attack receiving recommended
hospital care increased signifi c a n t ly for both females and males.
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Management: New AIDS Cases  

Although differences in developing AIDS does not necessarily translate into differences in quality of care,
e a r ly and appropriate treatment of HIV disease can delay progression to AIDS.  Improved management of
chronic HIV disease has like ly contributed to declines in new AIDS cases.    

Figure 4.33. Number of new AIDS cases per 100,000 population age 13 and over, by race/ethnicity, stratified

by gender, 2004

Key: API=Asian or Pacific Islander; AI/AN=American Indian or Alaska Native.

S o u rc e : HIV/AIDS Reporting System, 2004.

R e f e rence population: U.S. population age 13 and over.

N o t e : The source categorizes race/ethnicity as a single item. White=non-

Hispanic White; Black=non-Hispanic Black.

• For all populations, the rate of new AIDS cases for males is more than double that for females (Fi g u r e
4 . 3 3 ) .

• Among males, the rate of new AIDS cases for Hispanics is more than triple that for Whites, and the rate
for Blacks is more than 8 times that for Whites.  

• Among females, the rate of new AIDS cases for Hispanics is more than 5 times that for Whites, the rate
for AI/ANs is more than triple that for Whites, and the rate for Blacks is more than 22 times that for
Whites.  

• No group has accomplished the Healthy People 2010 target of 1.0 new AIDS case per 100,000
population.  

H i g h l i g h t s

163

Chapter 4. Priority Populations Wo m e n

Disparities report new 2006  1/9/07  11:22 AM  Page 163



Access to Health Care

Usual Source of Care

Higher costs, poorer outcomes, and greater disparities are observed among individuals without a usual source
of care.3 9

Figure 4.34. Persons with a specific source of ongoing care by race, ethnicity, and income, stratified by

gender, 2004

K e y : AI/AN= American Indian or Alaska Native, NHOPI= Native Hawaiian or

Other Pacific Islander.

S o u rc e : National Health Interview Survey, 2004.

R e f e rence Population: Civilian noninstitutionalized population, all ages.

N o t e s : M e a s u re is age adjusted to the 2000 standard population.

• The proportion of females with a specific source of ongoing care was signifi c a n t ly higher than the
p r o p o rtion of males for the total U.S. population; it was also signifi c a n t ly higher for White, Black, non-
Hispanic White, and Hispanic females and females of all income levels (Figure 4.34) compared with their
male counterp a rts.  

• For both males and females, the proportion of persons with a source of ongoing care was signifi c a n t ly
l ower among Hispanics compared with non-Hispanic Whites and among poor, near poor, and middle
income persons compared with high income persons.

• For females, the proportion with a source of ongoing care was signifi c a n t ly lower among Asians and
AI/ANs compared with Whites, and among Hispanics compared with non-Hispanic Whites.  Signifi c a n t
d i fferences by race were not observed among males.  
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C h i l d re n

Children comprise 26% of the U.S. population, or 72.3 million people.4 0 Racial and ethnic minorities account
for almost 40% of all children.4 1 In 2003,17% of children lived in families with incomes below the Fe d e r a l
p ove rty leve l .1

In 2003, Black children and AI/AN children had death rates about 1.5 to 2 times higher than White children.
Black infants were more than twice as like ly as White infants to die during their first ye a r.  Life ex p e c t a n cy at
b i rth was 78 years for White children and 72.8 years for Black children, a difference of about 6%.4 2

M a ny measures of relevance to children are tracked in the NHDR.  Findings presented here highlight seve n
quality measures and two access measures of particular importance to children:

Component of health care need: M e a s u re :
P r eve n t i o n Vaccinations, counseling about ove r we i g h t / h e a l t hy eating, vision care 
Tr e a t m e n t Hospital admissions for pediatric ga s t r o e n t e r i t i s
M a n a g e m e n t Hospital admissions for pediatric asthma
Ti m e l i n e s s Care for illness or injury as soon as wa n t e d
Patient centeredness Patient experience of care
Access to care Health insurance, mental health care

In addition, the final section of this chapter, which discusses individuals with special health care needs,
includes findings related to children with special health care needs.  
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Quality of Health Care

P revention:  Va c c i n a t i o n s

Childhood vaccinations protect recipients from illness and disability and protect others in the community wh o
cannot be va c c i n a t e d, such as people who are immunosuppressed.  T h ey are important for reducing mort a l i t y
and morbidity in populations.  

Figure 4.35. Children age 19-35 months who received all recommended vaccines by race (top left), 

ethnicity (top right), and income (bottom left), 2000-2004  

K e y : AI/AN = American Indian or Alaska Native. 

S o u rc e : National Immunization Survey, 2000-2004.

R e f e rence population: Civilian noninstitutionalized population ages 19-35

m o n t h s .

N o t e : Recommended vaccines for children 19-35 months include 4 doses

of diphtheria, tetanus, and pertussis vaccine; 3 doses of polio vaccine; 1

dose of measles, mumps and rubella vaccine; 3 doses of H. influenzae t y p e

B vaccine; and 3 doses of hepatitis B vaccine.  

• In all 5 years, the proportion of children who receive d
all recommended vaccines was signifi c a n t ly lowe r
among Black compared with White children; Hispanic 
compared with non-Hispanic White children; and poor,
near poor, and middle income compared with high 
income children (Figure 4.35).

• B e t ween 2000 and 2004, receipt of all recommended
vaccines improved signifi c a n t ly among White, Black,
Asian, and Hispanic children and among children from 
eve ry income leve l .

• O n ly White, Asian, non-Hispanic White, middle income, and high income children achieved the Healthy
People 2010 goal of 80% of children receiving all recommended vaccines (Figure 4.35).
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P revention:  Counseling About Overweight

Childhood ove r weight poses a risk for other health problems and influences adult obesity.  Lack of awa r e n e s s
is a key problem.  Addressing childhood ove r weight begins with measuring the height and weight of all
children and counseling those who are ove r weight. 

Figure 4.36.  Overweight children and adolescents ages 2-19 that were told by a doctor or health 

professional that they were overweight, 1999-2002

S o u rc e : National Health and Nutrition Examination Survey, 1999-2002.

R e f e rence population: Overweight civilian noninstitutionalized population

ages 2-19.

N o t e : “Mexican Americans” are shown in place of Hispanics because this is

how data are collected by the data source. 

• In sum, 37.0% of children ages 2 to 19 that are ove r weight have been told by a health care provider that
t h ey are ove r weight (Figure 4.36). 

• No statistically significant differences between populations are observe d, although this may be due to
small sample size.
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P revention:  Counseling About Healthy Eating

U n h e a l t hy eating and lack of physical activity contribute to ove r weight in children. Routine promotion of
h e a l t hy eating among children is widely recommended and may help to form eating habits that will last into
a d u l t h o o d, thereby influencing better long-term health.  

Figure 4.37.  Children ages 2-17 whose parents/guardians reported advice from a doctor or other health

provider about healthy eating by race (top left), ethnicity (top right), and income (bottom left), 2001-2003

S o u rc e : Medical Expenditure Panel Survey, 2001-2003.

R e f e rence population: Civilian noninstitutionalized population ages 2-17.

• In all 3 years, the proportion of children whose 
parents/guardians reported advice from a health 
p r ovider about healthy eating was signifi c a n t ly lower 
among children from poor, near poor, and middle 
income families compared with children from high 
income families (Figure 4.37).  Black-White disparities
were not observe d .

• In 2002 the proportion was also signifi c a n t ly lower among Hispanics compared with non-Hispanic
Whites, but in 2003 this disparity was eliminated.  

• From 2001 to 2003, the proportion of children getting advice about healthy eating increased signifi c a n t ly
for the total population (data not shown) and among Whites, Hispanics, and the poor.
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P revention:  Vision Care

Vision checks for children can help to detect eye problems early and, in some cases, improve the chances that
c o rr e c t ive treatments will be prescribed and successful.  

Figure 4.38.  Children ages 3-6 with a vision check, by race (top left), ethnicity (top right), and family

income (bottom left), 2001-2003

S o u rc e : Medical Expenditure Panel Survey, 2001-2003.

R e f e rence population: Civilian noninstitutionalized population ages 3-6.

• In 2001 and 2002, the proportion of children with a 
vision check was signifi c a n t ly higher among Black 
compared with White children; the proportion 
was signifi c a n t ly lower among Hispanic compared 
with non-Hispanic White children, and among children 
from poor and middle income families compared with 
children from high income families (Figure 4.38).  
In 2003 these disparities were no longer statistically 
s i g n i ficant.  

• From 2001 to 2003, the rate among Black children appeared to decline.  Howeve r, changes in the
p r o p o rtion of children with a vision check were not statistically significant for any group due to small
sample sizes.    

• In all 3 years, the proportion of children with a vision check was signifi c a n t ly lower among children from
near poor compared with high income fa m i l i e s .
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Treatment:  Hospital Admissions for Pediatric Gastro e n t e r i t i s

Pediatric gastroenteritis can develop into a life-threatening condition due to dehydration, especially among
i n fants.  Proper outpatient treatment of gastroenteritis may prevent hospitalization, and lower hospitalization
rates may reflect access to better quality care.

Figure 4.39. Hospital admissions for gastroenteritis per 100,000 population age 0-17 by race/ethnicity,

2001-2003

Key: API=Asian or Pacific Islander.

S o u rc e : HCUP State Inpatient Databases disparities analysis file, 2001-

2 0 0 3 .

D e n o m i n a t o r : C h i l d ren ages 0-17.

Note: White, Black, and API are non-Hispanic groups.  

• In both 2001 and 2002, admissions for pediatric gastroenteritis were signifi c a n t ly lower among A P I
children compared with White children; by 2003, this difference was no longer statistically signifi c a n t
( Figure 4.39).  

• In 2003, admissions were signifi c a n t ly higher among Hispanic children compared with White children.

• From 2001 to 2003, admissions for pediatric gastroenteritis declined signifi c a n t ly for the total population
and Whites and did not change signifi c a n t ly for any other gr o u p .
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Management:  Hospital Admissions for Pediatric Asthma

A disproportionate number of children have asthma. The prevalence rate for children age 0-17 is 83 per 1,000
while the prevalence rate for adults age 18 and older is 68 per 1,000.4 3 E m e rg e n cy room visit rates for asthma
are highest among children age 0-4 (62 per 10,000 population). Proper outpatient treatment of asthma may
p r event hospitalization, and lower hospitalization rates may reflect access to better quality care.x

Figure 4.40. Pediatric asthma admission rate per 100,000 population, by race/ethnicity, 2001-2003

K e y : API=Asian or Pacific Islander.

S o u rc e : HCUP State Inpatient Databases disparities analysis file, 2001-

2 0 0 3 .

D e n o m i n a t o r : C h i l d ren ages 0-17.

N o t e : White, Black, and API are non-Hispanic groups. 

• In 2001 and 2002 the rate of asthma admissions was signifi c a n t ly higher among Black children and
s i g n i fi c a n t ly lower among API children compared with White children (Figure 4.40).

• In 2003 the rate was signifi c a n t ly higher among Black and Hispanic children compared with W h i t e
children, but the difference between API and White children had been eliminated.

• From 2001 to 2003, the rate of pediatric asthma admissions did not change signifi c a n t ly for any gr o u p .

• No population achieved the Healthy People 2010 target of 17.3 pediatric asthma admissions per 10,000
population ages 0-17.

x It should be noted that higher rates of pediatric asthma hospital admissions among Blacks compared with Whites may be
p a rt i a l ly attribu t a ble to higher asthma prevalence in Blacks.  
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Timeliness:  Care for Illness or Injury As Soon As Wa n t e d

Children often need care for illness or injury.  Ti m e ly receipt of health care can prevent disease complications,
a l l eviate discomfort, and reduce child and parental anxiety.

Figure 4.41.  Children whose parents or guardians reported that their child sometimes or never got care for

illness or injury as soon as wanted in the past year, by race (top left), ethnicity (top right), and income 

(bottom left), 2001-2003

S o u rce: Medical Expenditure Panel Survey, 2001-2003.

R e f e rence population: Civilian noninstitutionalized population ages 0-17.

• In all 3 years, the proportion of children who sometimes
or never got care for illness or injury as soon as wanted 
was signifi c a n t ly higher among Hispanics compared 
with non-Hispanic Whites and among children from 
poor and near poor families compared with children 
from high income families (Figure 4.41).  

• In 2002 and 2003 the proportion was also signifi c a n t ly higher among children from middle income
families compared with children from high income families.  

• From 2001 to 2003, the proportion of children who sometimes or never got care for illness or injury as
soon as wanted increased signifi c a n t ly for Whites and children from middle income families and did not
change signifi c a n t ly for any other group. 
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Patient Centeredness:  Patient Experience of Care

Patient centeredness “encompasses qualities of compassion, empathy, and responsiveness to the needs, va l u e s ,
and expressed preferences of the individual patient.”4 4 Patient centered care is supported by good patient-
p r ovider communication so that patients’ needs and wants are understood and addressed and patients
understand and participate in their own care.45, 46, 47, 48 Childhood presents a unique opportunity to promote
health through preve n t ive and routine care, identify health problems early, and establish healthy lifestyle
b e h aviors.  Communication in children’s health care can pose a particular challenge as children are often less
a ble to express their health care needs and preferences, and a third party (i.e., a parent or guardian) is invo l ve d
in communication and decisionmaking.  Optimal communication in children’s health care can therefore have a
s i g n i ficant impact on receipt of high quality care and subsequent health status. This is especially true for
children with special health care needs (CSHCN). 

Figure 4.42. Children less than 18 years of age whose parents or guardians reported that their child’s

health providers sometimes or never listened carefully, explained things clearly, respected what they had

to say, and spent enough time with them, by race, ethnicity, income, and special health care needs, 2002

and 2003

Key: CSHCN = children with special health care needs.

S o u rce: Medical Expenditure Panel Survey, 2002 and 2003.

D e n o m i n a t o r : Civilian noninstitutionalized population ages 0-17.

• In both years, the proportion of children whose parents or guardians reported that their child’s health
p r oviders sometimes or never listened carefully, explained things clearly, respected what they had to say,
or spent enough time with them was signifi c a n t ly higher among Hispanics compared with non-Hispanic
Whites and among poor, near poor, and middle income persons compared with high income persons
( Figure 4.42).

• In 2002 the proportion of children whose parents or guardians reported poor communication wa s
s i g n i fi c a n t ly higher among children with special health care needs compared with children without
special health care needs; in 2003, this difference was eliminated.  

• From 2002 to 2003, the proportion of children whose parents or guardians reported poor communication
decreased signifi c a n t ly among Whites and non-Hispanic W h i t e s .
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Racial and ethnic minorities are disproport i o n a t e ly of lower socioeconomic status.3 4 To distinguish the eff e c t s
of race, ethnicity, and income on patient-provider communication in children’s care, this measure is stratifi e d
by income. 

Figure 4.43. Children less than 18 years of age whose parents or guardians reported that their child’s

health providers sometimes or never listened carefully, explained things clearly, respected what they had

to say, and spent enough time with them by race (left) and ethnicity (right), stratified by income, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

D e n o m i n a t o r : Civilian noninstitutionalized population ages 0-17.

N o t e : Sample sizes were too small to provide estimates for Blacks and Hispanics with high incomes. 

• Income explains some but not all of the differences in patient-provider communication among diff e r e n t
e t h n i c i t i e s .

• Parents or guardians of middle income Hispanic children were signifi c a n t ly more like ly than parents or
guardians of middle income non-Hispanic White children to report poor patient-provider communication
( Figure 4.43).    
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Access to Health Care

Health Insurance

Insurance coverage is among the most important factors in access to health care.  Special eff o rts have been
made to provide insurance coverage to children.4 9

Figure 4.44. Children age 0-17 with health insurance, by race (top left), ethnicity (top right), and family

income (bottom left), 1999-2004

K e y : AI/AN=American Indian or Alaska Native.

S o u rc e : National Health Interview Survey, 1999-2004.

R e f e rence population: Civilian noninstitutionalized population ages 0-17.

N o t e : Insurance status is determined at the time of interview. Children are

c o n s i d e red uninsured if they lack private health insurance, public

assistance (including the State Childre n ’s Health Insurance Pro g r a m ) ,

M e d i c a re, Medicaid, a State-sponsored health plan, other govern m e n t -

s p o n s o red programs, a military health plan, or if their only coverage is

t h rough the Indian Health Service.

• In all 6 years, the proportion of children with health
insurance was signifi c a n t ly lower among AI/AN 
children compared with White children; among 
Hispanic children compared with non-Hispanic W h i t e
children; and among poor, near poor, and middle 
income children compared with high income children 
( Figure 4.44).  In 2004 the proportion of children with 
health insurance was signifi c a n t ly higher among Black 
children and children of multiple races compared with 
White children. 

• From 1999 to 2004, the overall rate of health insurance among children improved from 88.1% to 90.8%.
S i g n i ficant improvements were observed among White, Black, multiple race, non-Hispanic White, and
Hispanic children, and among children from poor and near poor families.  This may reflect the
implementation of the State Children’s Health Insurance Program (SCHIP) in 1998. 
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Mental Health Care

The prevalence of mental disorders for racial and ethnic minorities in the United States is similar to that for
W h i t e s ,5 0 but minorities have less access to mental health care and are less like ly to receive needed serv i c e s .5 1

These differences may reflect, in part, variation in preferences and cultural attitudes toward mental health and
mental health care. 

Figure 4.45. Children ages 12-17 with a major depressive episode in the past year who received treatment

in the past year by race, ethnicity, and family income, 2004 

S o u rc e : SAMHSA National Survey on Drug Use and Health, 2004.

R e f e rence population: U.S. population ages 12-17 with a major

d e p ressive episode in the past year.

• The proportion of children ages 12-17 with a major depressive episode who received treatment for
depression in the past year was signifi c a n t ly lower among Blacks compared with Whites; among
Hispanics compared with non-Hispanic Whites; and among children from poor families compared with
children from high income families (Figure 4.45).
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E l d e r l y

O ver 35 million persons age 65 and over reside in the United States, accounting for 1 in eve ry 8 A m e r i c a n s .
F u rt h e r, the proportion of the population that is over age 65 is sw i f t ly increasing:  by the year 2030, the elderly
population is projected to more than double to 71.5 million.  The past century has seen significant increases in
life ex p e c t a n cy, and 65-ye a r-olds today can expect to live an additional 18.1 years.  Nonetheless, the elderly
face greater health care difficulties than younger populations.  In 2003, 38.6% of noninstitutionalized older
persons assessed their health as excellent or ve ry good compared with two-thirds of persons ages 18-64, and
the majority of older persons have at least one chronic condition. 

Older women outnumber older men by nearly a third. Members of minority groups are projected to represent
over one-quarter of the elderly in 2030, up from about 16% in 2000. About 3.6 million elderly lived below the
p ove rty level in 2002, corresponding to a pove rty rate of over 10%. Another 2.2 million, or more than 6% of
the elderly, were classified as near poor, with incomes between 100% and 125% of the Federal pove rty leve l .5 2

The Medicare program provides core health insurance to nearly all elderly Americans and reduces many
financial barriers to acute and postacute care services. The Medicare Prescription Drug Improvement and
M o d e rnization Act of 2003 adds new prescription drug and preve n t ive benefits to Medicare and provides ex t r a
financial help to persons with low incomes. Consequently, differences in access to and quality of health care
tend to be smaller among Medicare beneficiaries than among younger populations. 

S u rveys of the general population often do not include enough elderly to examine racial, ethnic, or
socioeconomic differences in health care. Consequently, the NHDR relies upon data from the Medicare
C u rrent Benefi c i a ry Survey to examine disparities in access to and quality of care.  Findings presented here
highlight two quality measures and one access measure of particular importance to the elderly :

Component of health care need: M e a s u re :
P r eve n t i o n Influenza vaccination, vision care
Access to care D e l ayed care due to cost
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Quality of Health Care

P revention:  Influenza Va c c i n a t i o n

Influenza is responsible for significant morbidity and decreased productivity during outbreaks. Elderly persons
are at increased risk for complications from influenza infections. Vaccination is an eff e c t ive strategy to reduce
illness and deaths due to influenza, and annual influenza vaccination of all elderly individuals is recommended
by the U.S. Preve n t ive Services Task Force and the Centers for Disease Control and Preve n t i o n .

Figure 4.46.  Elderly Medicare beneficiaries with influenza vaccination in the past year by race (top left),

ethnicity (top right), and income (bottom left), 1998, 2000, and 2002

Key: AI/AN=American Indian or Alaska Native; API=Asian or Pacific Islander.

S o u rc e : M e d i c a re Current Beneficiary Survey, 1998, 2000, 2002.

R e f e rence population: M e d i c a re beneficiaries age 65 or over living in the

c o m m u n i t y.

• In all 3 years, the percentage of elderly Medicare 
b e n e ficiaries with influenza vaccination in the past year 
was signifi c a n t ly lower among Blacks compared with 
Whites; among Hispanics compared with non-Hispanic 
Whites; and among poor, near poor, and middle income 
b e n e ficiaries compared with high income beneficiaries 
( Figure 4.46).  In 1998, the percentage was also 
s i g n i fi c a n t ly lower among APIs compared with Whites. 

• From 1998 to 2002, the percentage improved among 
Blacks but did not change signifi c a n t ly for any other 
population group.  

• In 2002, the Healthy People 2010 target of 90% of elderly Americans with influenza vaccination was not
a c h i eved by any population group.  
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P revention: Vision Care

Visual impairment is a common and potentially serious problem among older people. Personal safety may be
compromised as risks of falls and car accidents are increased.  Because eye problems are often not recog n i z e d
by the elderly, the U.S. Preve n t ive Services Task Force recommends routine vision screening.

Figure 4.47.  Elderly Medicare beneficiaries with an eye exam in the past year by race (top left), ethnicity

(top right), and income (bottom left), 1998, 2000, 2002

K e y : AI/AN=American Indian or Alaska Native; API=Asian or Pacific

I s l a n d e r.

S o u rc e : M e d i c a re Current Beneficiary Survey, 1998, 2000, 2002.

R e f e rence population: M e d i c a re beneficiaries age 65 or over living in the

c o m m u n i t y.

• In all 3 years, the percentage of elderly Medicare 
b e n e ficiaries with an eye exam in the past year was 
s i g n i fi c a n t ly lower among Blacks compared with 
Whites and among poor and near poor beneficiaries 
compared with high income beneficiaries (Figure 4.47).  

• In 2 of the 3 years, the percentage with an eye exam was also signifi c a n t ly lower among Hispanics
compared with non-Hispanic Whites and among middle income beneficiaries compared with high
income benefi c i a r i e s .

• From 1998 to 2002, the percentage of elderly Medicare beneficiaries with an eye exam within the
p r evious year improved signifi c a n t ly overall and among Whites, non-Hispanic Whites, and the poor.  
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Access to Health Care

Delayed Care Due to Cost

Ti m e ly delive ry of appropriate care has been shown to improve health care outcomes and reduce health care
costs.  Ti m e ly receipt of care is especially important for the elderly due to the often increased medical needs of
this population.  Delayed health care can lead to diagnosis at more advance disease stage and reduce
o p p o rtunities for optimal treatment.x i

Figure 4.48.  Elderly Medicare beneficiaries who delayed health care due to cost by race (top left), ethnicity

(top right), and income (bottom left), 1998, 2000, and 2002

S o u rc e : M e d i c a re Current Beneficiary Survey, 1998, 2000, 2002.

R e f e rence population: M e d i c a re beneficiaries age 65 or over living in the

c o m m u n i t y.

• In all 3 years, the percentage of elderly Medicare 
b e n e ficiaries who delayed care due to cost was 
s i g n i fi c a n t ly higher among poor, near poor, and middle 
income beneficiaries compared with high income 
b e n e ficiaries (Figure 4.48).  

• In 1998, the percentage was also signifi c a n t ly higher 
among Blacks compared with W h i t e s .

• From 1998 to 2002, the percentage of elderly Medicare beneficiaries who delayed care due to cost rose
s i g n i fi c a n t ly among middle income beneficiaries but did not change signifi c a n t ly for any other population.

x iIn this measure, delayed care due to cost is self-reported by patients.  
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Residents of Rural Are a s

About 1 in 5 Americans lives in a nonmetropolitan area.5 3 Compared with their urban counterp a rts, ru r a l
residents are more like ly to be elderly, poor,5 4 in fair or poor health, and to have chronic conditions.5 4 R u r a l
residents are less like ly to receive recommended preve n t ive services and report, on average, fewer visits to
health care prov i d e r s .5 5

Although 20% of Americans live in rural areas,x i i o n ly 9% of physicians in America practice in those
s e t t i n g s .5 6 Multiple programs help to deliver needed services in rural areas, such as the National Health
S e rvice Corps Scholarship Program, Rural Hospital Flexibility Grant Program, Small Rural Hospital
I m p r ovement Grant Program, Rural Health Outreach Grant Program, Indian Health Service, State offices of
rural health, rural health clinics, and community health centers.  Nurse practitioners, nurse midwives, and
p hysician assistants also help to deliver care.  

M a ny rural residents depend on small rural hospitals for their care. There are approx i m a t e ly 2,000 ru r a l
hospitals throughout the country, 1,500 of which have 50 or fewer beds. Most of these hospitals are critical
access hospitals which have fewer than 25 beds. Rural hospitals larg e ly provide primary care and chronic
disease management.  T h ey face unique challenges due to their size and casemix. During the 1980’s, many
were forced to close because of financia1 losses;5 7 h owever during the past few years, finances of small ru r a l
hospitals have improved. 

Tr a n s p o rtation needs are also pronounced among rural residents, who face longer distances to reach health
care delive ry sites. Of the nearly 1,000 “frontier counties”x i i i in the Nation, most have limited health care
s e rvices and many do not have any.5 8

M a ny measures of relevance to residents of rural areas are tracked in the NHDR.  Findings presented here
highlight four quality measures and one access measure of particular importance to residents of rural areas:

Component of health care need: M e a s u re :
P r eve n t i o n Counseling children about healthy eating
Tr e a t m e n t Inpatient deaths from heart attack
M a n a g e m e n t Hospital admissions for pediatric asthma
Ti m e l i n e s s Care for illness or injury as soon as wa n t e d
Access to care Health insurance

x i i M a ny terms are used to refer to the continuum of geographic areas.  For Census 2000, the Census Bureau’s classifi c a t i o n
of “rural” consists of all terr i t o ry, population, and housing units located outside of urban areas and urban clusters.  T h e
Census Bureau classified as “urban” all terr i t o ry, population, and housing units located within (a) core census block gr o u p s
or blocks that have a population density of at least 1,000 people per square mile, and (b) surrounding census blocks that have
an overall density of at least 500 people per square mile.  
x i i i “ Frontier counties” have a population density of less than 7 persons per square mile; residents travel long distances for
c a r e .
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As in previous NHDRs, detailed geographic typologies have been applied to two AHRQ databases (MEPS and
HCUP) to define variations in health care quality and access for a range of rural and urban locations.  Fe d e r a l
d e finitions of micropolitan and noncore statistical areas (not metropolitan or micropolitan areas) published in
June 2003 are used.5 9 In addition, Urban Influence Codes are used to subdivide metropolian areas into larg e
and small metropolitan areas.  Thus, categories used in this section of the NHDR may be defined as follow s :

• L a rge metropolitan statistical area—Metropolitan area of 1 million or more inhabitants.

• Small metropolitan statistical area—Metropolitan area of fewer than 1 million inhabitants.

• Micropolitan statistical area—Urban area of at least 10,000 but fewer than 50,000 inhabitants.

• Noncore statistical area—Not metropolitan or micropolitan.

U r b a n - rural contrasts in this section compare residents of small metropolitan, micropolitan, and noncore
statistical areas with residents of large metropolitan statistical areas.  Sample sizes are often too small to
p r ovide reliable estimates for noncore statistical areas, limiting the ability to assess disparities among residents
of these areas.

H i g h l i g h t s

182

Chapter 4. Priority Populations Residents of Rural Are a s

Disparities report new 2006  1/9/07  11:22 AM  Page 182



Quality of Health Care

P revention:  Counseling Children About Healthy Eating 

U n h e a l t hy eating contributes to ove r weight and obesity in childhood and an increased risk for other, chronic
health problems such as diabetes and cardiovascular disease. 

Figure 4.49.  Children ages 2-17 whose parents/guardians reported advice from a doctor or other health

provider about healthy eating by race (top left), ethnicity (top right), and income (bottom left), stratified by

geographic location, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population ages 2-17.

N o t e : L a rge metro p o l i t a n = m e t ropolitan area >1 million inhabitants; small

m e t ro p o l i t a n = m e t ropolitan area <1 million inhabitants; micro p o l i t a n = u r b a n

a rea >10,000 and < 50,000 inhabitants.

• Among children living in large metropolitan areas, the 
p r o p o rtion of children whose parents/guardians 
r e p o rted advice from a health provider about healthy 
eating was signifi c a n t ly lower among Hispanics 
compared with non-Hispanic Whites and among those
from near poor compared with those from high income
families (Figure 4.49).  

• Among children living in small metropolitan areas, the 
p r o p o rtion of children whose parents/guardians 
r e p o rted advice from a health provider about healthy 
eating was signifi c a n t ly lower among Blacks compared 
with Whites and among those from poor, near poor, 

and middle income families compared with those from high income fa m i l i e s

• Among children living in micropolitan areas, significant racial disparities were not observed.  
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Treatment:  Inpatient Deaths From Heart Attack 

H e a rt disease is the leading cause of death for both men and women in the United States, responsible for
almost 700,000 deaths in 2002.  About 1.2 million heart attacks occur each ye a r.  Data on inpatient hospital
deaths for patients who are admitted for a heart attack (acute myocardial infarction, or AMI) are presented.  To
distinguish the effects of race/ethnicity on the AMI inhospital mortality rate within urban and rural areas,
racial/ethnic data are stratified by urban and rural location of patient residence.  

Figure 4.50. Deaths per 1,000 adult admissions with heart attack as principal diagnosis by race/ethnicity

and geographic location, 2003

Key: API=Asian or Pacific Islander.

S o u rc e : HCUP State Inpatient Databases disparities analysis file, 2003.

D e n o m i n a t o r : Adults age 18 and older hospitalized for heart attack in

community hospitals.

Note: White, Black, and API are non-Hispanic groups.  Sample sizes were

too small to provide estimates for API residents of noncore areas.  Larg e

m e t ropolitan = metropolitan area >1 million inhabitants; small metro p o l i t a n

= metropolitan area <1 million inhabitants; micropolitan = urban are a

>10,000 and <50,000 inhabitants; noncore = not metropolitan or

m i c ro p o l i t a n .

• The overall AMI mortality rate was signifi c a n t ly higher among persons from noncore, micropolitan, and
small metropolitan areas compared with persons from large metropolitan areas (Figure 4.50).  

• Within type of urban and rural areas, the rate of AMI mortality was signifi c a n t ly lower among Blacks
from large metropolitan areas and signifi c a n t ly higher among APIs from small metropolitan areas
compared with respective Whites.  

• From 2001 to 2003, the rate of AMI mortality decreased signifi c a n t ly for persons from large metropolitan
areas (from 93.5 to 83.5 deaths per 1,000 admissions), small metropolitan areas (from 100.3 to 86.4),
micropolitan areas (from 105.5 to 98.6), and noncore areas (from 109.6 to 99.9) (data not shown).    
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Management:  Hospital Admissions for Pediatric Asthma

In 2002, over 30 million Americans had been diagnosed with asthma during their lifetime, and over 4,000
Americans died from asthma.6 0 A disproportionate number of children have asthma.  Geographic location can
a ffect asthma rates; inner city children may be more like ly to be exposed to some environmental asthma
triggers, such as cockroach antigens and air pollutants.  To distinguish the effects of race/ethnicity on pediatric
asthma admissions within urban and rural areas, racial/ethnic data are stratified by urban and rural location.  

Figure 4.51. Pediatric asthma admissions per 100,000 population by race/ethnicity and geographic 

location, 2003

S o u rc e : HCUP State Inpatient Databases disparities analysis file, 2003.

D e n o m i n a t o r : C h i l d ren ages 0-17.

N o t e : White and Black are non-Hispanic groups.  Large metropolitan =

m e t ropolitan area >1 million inhabitants; small metropolitan = metro p o l i t a n

a rea <1 million inhabitants; micropolitan = urban area >10,000 and <50,000

inhabitants; noncore = not metropolitan or micropolitan.  

• The total rate of pediatric asthma admissions was signifi c a n t ly lower for persons from eve ry area
compared with persons from large metropolitan areas (Figure 4.51).  

• Within type of urban and rural areas, the rate of pediatric asthma admissions was signifi c a n t ly higher
among Blacks from large metropolitan, small metropolitan, micropolitan, and noncore areas compared
with respective Whites and among Hispanics from large metropolitan areas compared with respective
Whites.  

• From 2001 to 2003, the rate of pediatric asthma admissions did not change signifi c a n t ly for persons from
a ny type of urban or rural areas (i.e., for persons from large metropolitan areas, the rate changed from
226.5 to 254.1 admissions per 100,000 population; for small metropolitan areas, the rate changed from
156.5 to 166.8; for micropolitan areas, the rate changed from 180.2 to 189.5; for noncore areas, the rate
changed from 177.1 to 182.8 admissions per 100,000 population) (data not shown).  
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Timeliness: Care for Illness or Injury As Soon As Wa n t e d

Ti m e ly delive ry of appropriate care has been shown to improve health care outcomes and reduce health care
costs.  Furt h e rmore, when patients need or want care, having access to that care improves their health care
experience, which may further promote health.  

Figure 4.52. Adults who sometimes or never get care for illness or injury as soon as wanted by income

(left) and education (right), stratified by geographic location, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population.

N o t e : L a rge metro p o l i t a n = m e t ropolitan areas >1 million inhabitants; small metro p o l i t a n = m e t ropolitan areas <1 million inhabitants;

m i c ropolitan=urban area >10,000 and <50,000 inhabitants.

• Across all geographic areas, the proportion of persons who sometimes or never get care for illness or
i n j u ry as soon as wanted did not differ signifi c a n t ly among patients from small metropolitan (13.2%) or
micropolitan (13.0%) areas compared with patients from large metropolitan (15.4%) areas.  

• Across the total U.S. population, poor, near poor, and middle income persons signifi c a n t ly more often
than high income persons reported that they sometimes or never got care for illness or injury as soon as
t h ey wanted; and persons with less than a high school education more often than persons with at least
some college reported that they sometimes or never got care for illness or injury as soon as they wa n t e d
( Figure 4.52).  

• Within each geographic area, disparities persisted for poor and near poor persons and persons with less
than a high school education from eve ry urban and rural area.  

• Middle income persons from large metropolitan areas also reported that they sometimes or never got care
as soon as they wanted signifi c a n t ly more often than high income persons. 

• Persons with a high school education from micropolitan areas similarly reported that they sometimes or
n ever got care as soon as they wanted signifi c a n t ly more often than respective persons with some college.   
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Access to Health Care

Health Insurance

Access to health care is a prerequisite to receipt of care, yet many Americans still face barriers to care.  Data
for prolonged periods of uninsurance are presented. 

Figure 4.53. Adults under age 65 uninsured all year by race (top left), ethnicity (top right), income (bottom

left), and education (bottom right), stratified by geographic location, 2003

S o u rc e : Medical Expenditure Panel Survey, 2003.

R e f e rence population: Civilian noninstitutionalized population age 18 and over.

N o t e : L a rge metropolitan = metropolitan area >1 million inhabitants; small metropolitan = metropolitan area <1 million inhabitants;

m i c ropolitan = urban area >10,000 and <50,000 inhabitants.  
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• Across all geographic areas, the proportion of adults under age 65 uninsured all year did not diff e r
s i g n i fi c a n t ly among patients from small metropolitan (13.2%) and micropolitan (15.0%) areas compared
with patients from large metropolitan (13.7%) areas (Figure 4.53).  

• Across the total U.S. population, the percentage of uninsured was signifi c a n t ly higher among Hispanics
compared with non-Hispanic W h i t e s .

• Within each geographic area, Hispanics were signifi c a n t ly more like ly than non-Hispanic Whites to be
uninsured. 

• Blacks from micropolitan areas were also signifi c a n t ly more like ly than Whites to be uninsured, although
this disparity was not observed for Blacks from small or large metropolitan areas. 

• Across the total U.S. population, the percentage of uninsured was signifi c a n t ly higher among poor, near
p o o r, and middle income adults compared with high income adults and among adults with a high school
education or less compared with adults with at least some colleg e .

• Within each geographic area, poor, near poor, and middle income adults were signifi c a n t ly more like ly
than high income adults to be uninsured, and adults with a high school education or less we r e
s i g n i fi c a n t ly more like ly to be uninsured than adults with some college. 
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Individuals With Special Health Care Needs

I n d ividuals with special health care needs include individuals with disabilities, individuals who utilize nursing
home and home health care or end-of-life health care, and children with special heath care needs (CSHCN). 

M a ny measures of relevance to individuals with special health care needs are tracked in the NHDR. As in the
2005 report, data on quality and access are presented for younger and elderly Medicare beneficiaries with
disabilities and for CSHCN, as follows: 

Elderly Medicare Beneficiaries With Disabilities

Component of health care need: M e a s u re :
P r eve n t i o n M a m m ogr a p hy
Access to care D e l ayed care due to cost

Younger Medicare Beneficiaries With Disabilities

Component of health care need: M e a s u re :
P r eve n t i o n Dental care

C h i l d ren With Special Health Care Needs

Component of health care need: M e a s u re :
Ti m e l i n e s s Care for illness or injury as soon as wa n t e d
Patient centeredness  Patient experience of care

A d d i t i o n a l ly, findings for persons who utilize nursing home care are presented in the section on nursing home,
home health, and hospice care in Chapter 2, Quality of Health Care.  
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Elderly Medicare Beneficiaries With Disabilities

S everal ways of defining and measuring disability exist.  Two of the more common approaches are to identify
functional activity limitations or to identify those meeting the eligibility criteria for a program that addresses
d i s a b i l i t y, such as Social Security Disability Insurance (SSDI).  A particular challenge in reporting on racial,
ethnic, and socioeconomic differences related to disability is that many data collections do not capture
disability and, when collected, do not have adequate sample sizes to examine racial, ethnic, and socioeconomic
d i fferences.  This section uses data from the Medicare Current Benefi c i a ry Survey to examine disparities in
quality and access faced by Medicare beneficiaries age 65 and over who report problems with activities of
d a i ly living (ADLs) or instrumental activities of daily living (IADLs).  About 42% of elderly Medicare
b e n e ficiaries, or 14 million people, have one or more ADLs or IADLs.  A n a lyses of trends in disability and
functioning among older adults indicate improvements in the last decade, with the prevalence of disability
declining during the 1990s.6 1

P revention: Mammography

Screening mammogr a p hy is an eff e c t ive way to discover breast cancer before a patient has symptoms and to
reduce late stage cancer and mortality caused by this disease.  It is recommended by the U.S. Preve n t ive
S e rvices Task Force for all women age 40 and ove r.

Figure 4.54. Elderly Medicare beneficiaries with mammogram in the last year by race, ethnicity, income,

and functional status, 2002

K e y : API=Asian or Pacific Islander; ADL=activity of daily living; IADL=

instrumental activity of daily living.

S o u rc e : M e d i c a re Current Beneficiary Survey, 2002.

R e f e rence population: M e d i c a re beneficiaries age 65 or over living in the

c o m m u n i t y.

• The percentage of elderly Medicare beneficiaries with a mammogram in the last year was signifi c a n t ly
l ower among individuals with functional limitations compared with those without limitations overall and
for all population groups except APIs (Figure 4.54).  

• Among beneficiaries with functional limitations, the percentage with a mammogram was signifi c a n t ly
l ower among poor and near poor beneficiaries compared with high income beneficiaries.  

• Among beneficiaries without limitations, the percentage with a mammogram was signifi c a n t ly lowe r
among Hispanics compared with non-Hispanic Whites and among poor and near poor benefi c i a r i e s
compared with high income beneficiaries.  

• In 2002, the Healthy People 2010 target of 70% of elderly women with a mammogram in the last ye a r
was not achieved by any population.  
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Access to Health Care: Delayed Care Due to Cost

Ti m e ly delive ry of appropriate care has been shown to improve health care outcomes and reduce health care
costs.  Ti m e ly receipt of care is especially important for the elderly with disabilities due to the often increased
medical needs of this population.  Delayed health care can lead to diagnosis at a more advanced disease stage
and reduce opportunities for optimal treatment.

Figure 4.55.  Elderly Medicare beneficiaries with functional limitations who delayed health care due to cost

by race (left) and income (right), 1998, 2000, and 2002

S o u rc e : M e d i c a re Current Beneficiary Survey, 1998, 2000, and 2002.

R e f e rence population: M e d i c a re beneficiaries age 65 or over with one or more ADL or IADL limitations living in the community.   

Note: Sample sizes are too small to provide data for high income persons. There f o re, these analyses by income compare poor and near

poor persons with middle income persons.  

• O verall, the percentage of elderly Medicare beneficiaries who delayed care due to cost was signifi c a n t ly
higher among beneficiaries with functional limitations compared with those without functional limitations
in all 3 ye a r s .

• In all 3 years, the percentage of elderly Medicare beneficiaries with functional limitations who delaye d
care due to cost was signifi c a n t ly higher among near poor beneficiaries compared with middle income
b e n e ficiaries (Figure 4.55).  In 1998 and 2000, the percentage was also signifi c a n t ly higher among poor
b e n e ficiaries compared with middle income benefi c i a r i e s .

• From 1998 to 2002, the percentage of elderly Medicare beneficiaries with functional limitations wh o
d e l ayed care due to cost did not change signifi c a n t ly for any population.   
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Younger Medicare Beneficiaries With Disabilities

About 5.6 million beneficiaries under age 65 qualified for Medicare in 2001, and that number is expected to
gr ow to more than 9 million by 2020.6 2 This section uses data from the Medicare Current Benefi c i a ry Survey
to examine disparities faced by Medicare beneficiaries under age 65, most of whom qualify for Medicare on
the basis of SSDI disability.

P revention: Dental Care

R egular dental visits promote prevention, early diagnosis, and optimal treatment of oral diseases.  Failure to
visit a dentist can result in delayed diagnosis and overall compromised health.

4.56. Medicare beneficiaries under age 65 with dental care in the past year by race (top left), ethnicity (top

right), and income (bottom left), 1998, 2000, and 2002

S o u rc e : M e d i c a re Current Beneficiary Survey, 1998, 2000, and 2002.

R e f e rence population: M e d i c a re beneficiaries ages 0-64 living in the

c o m m u n i t y.

• In all 3 years, the percentage Medicare beneficiaries 
under age 65 who reported receiving dental care in the 
past year was signifi c a n t ly lower among Blacks 
compared with Whites and among poor and near poor 
b e n e ficiaries compared with high income beneficiaries 
( Figure 4.56).

• In 2000 and 2002, the percentage with dental care wa s
also signifi c a n t ly lower among middle income 
b e n e ficiaries compared with high income benefi c i a r i e s .

• From 1998 to 2002, the percentage of Medicare 
b e n e ficiaries under age 65 who reported receiving 
dental care in the past year did not change signifi c a n t ly 
for any population.   

• Among Medicare beneficiaries under age 65, only high
income individuals reached the Healthy People 2010 target of 56% of persons with a dental visit.
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C h i l d ren With Special Health Care Needs

Studying access to and quality of care for children with chronic conditions is difficult due to the low
p r evalence of most conditions in children.6 3 From 12% to 23% of children have been identified as having a
special health care need64, 65—i.e., a chronic condition with a functional limitation or other consequence.6 3

Among the most highly prevalent chronic conditions of childhood in 2002 were asthma (12% of children ages
0-17), respiratory allergies (12%), learning disabilities (8% of children ages 3-17), and attention-defi c i t
hy p e r a c t ivity disorder (7% of children ages 3-17).6 6

By definition, children with special health care needs are children who require more medical care because they
are less healthy. As a result of requiring more medical care, CSHCN have higher medical expenses, on
average, than other children.63, 67 For more than 1 in 5 CSHCN, costs of care caused financial problems for
their fa m i l i e s .6 5 In addition to financial burdens, families of CSHCN spend considerable time caring for them.
An estimated 13.5% of CSHCN had families who spent 11 or more hours per week providing or coordinating
care in 2001.6 5

H aving higher health care needs makes CSHCN susceptible to access, cost, quality, and coverage we a k n e s s e s
in the health care system. Children with chronic conditions are reported by their parents to be less like ly than
other children to receive the full range of needed health serv i c e s .6 8
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Timeliness: Care for Illness or Injury As Soon As Wa n t e d

Ti m e ly delive ry of appropriate care has been shown to improve health care outcomes and reduce health care
costs, which may be part i c u l a r ly important for CSHCN.  

Figure 4.57. Among children with special health care needs who need care right away, those who can

always get care for illness or injury as soon as wanted, by race (top left), ethnicity (top right), and family

income (bottom left), 2001-2003

S o u rc e : Medical Expenditure Panel Survey, 2001-2003.  

R e f e rence population: Civilian noninstitutionalized population.

• In 2001 and 2002, the proportion of children who could 
a lways get care for illness or injury as soon as wanted 
was signifi c a n t ly lower among children with special 
health care needs (72.9% in 2001 and 72.7% in 2002) 
compared with children without special needs (78.7% in
2001 and 79.5% in 2002).  In 2003, this disparity wa s
no longer significant (73.1% for CSHCN; 77.9% for 
children without special needs).

• In 2003, the proportion of children with special health care needs who could always get care for illness or
i n j u ry as soon as wanted was signifi c a n t ly lower among children from near poor and middle income
families compared with children from high income families (Figure 4.57). Racial and ethnic diff e r e n c e s
were not significant.  

• From 2001 to 2003, the proportion of children with special health care needs who could always get care
for illness or injury as soon as wanted did not change signifi c a n t ly for any racial, ethnic, or income gr o u p .
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Patient Centeredness: Patient Experience of Care

Patient centered health care requires good communication to ensure that a patient’s needs and preferences are
best met.  For CSHCN, good communication with the child’s parent/guardian is especially important to ensure
their more complex and greater health care needs are optimally addressed.  

Figure 4.58.  Children with special health care needs whose parents/guardians reported that their child’s

health providers sometimes or never listened carefully, explained things clearly, respected what they had

to say, and spent enough time with them, by race (top left), ethnicity (top right), and family income (bottom

left), 2001-2003

S o u rc e : Medical Expenditure Panel Survey, 2001-2003.

D e n o m i n a t o r : Civilian noninstitutionalized population ages 0-17.

N o t e : In 2002 and 2003, survey respondents could report more than one

race.  Racial categories shown here for 2002 and 2003 exclude multiple

race individuals and hence are not directly comparable to earlier years.

Estimates for racial groups other than Whites and Blacks are significantly

a ffected by this change and are not shown here. 

• In 2001 and 2002, parents/guardians of children with special health care needs were signifi c a n t ly more
l i ke ly to report that their child’s health providers sometimes or never listened carefully, explained things
c l e a r ly, respected what they had to say, or spent enough time with them (8.5% in 2001 and 8.2% in 2002)
compared with parents of children without special health care needs (6.4% in 2001 and 6.3% in 2002).  
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• In 2003 this disparity was eliminated (7.1% for children with special health care needs; 5.8% for children
without special health care needs). 

• In all 3 years, children with special health care needs in poor and near poor families were signifi c a n t ly
more like ly to report communication problems compared with those in high income families (Fi g u r e
4.58).  

• In 2003, Hispanic and middle income children with special health care needs were signifi c a n t ly more
l i ke ly than non-Hispanic White and high income children with special health care needs, respective ly, to
r e p o rt communication problems.  

• From 2001 to 2003, the proportion of children with special health care needs whose parents/guardians
r e p o rted that their child’s health providers sometimes or never listened carefully, explained things clearly,
respected what they had to say, or spent enough time with them did not change signifi c a n t ly or for any
racial, ethnic, or income group. 
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C o re Measures, Data Sources, and Availability for Select Gro u p s

M e a s u re Data sourc e Black      Hispanic Asian or A P I A I / A N Po o r
Q u a l i t y
Colorectal cancer incidence per 
100,000 men and women age 50 S E E R ✔ ✔ ✔ ✔

and over diagnosed at advanced stage
Deaths per 100,000 persons due  
to colorectal cancer N V S S - M ✔ ✔ ✔ ✔

Adults age  40 and over with diabetes
who had all three exams in last ye a r : M E P S ✔ ✔ ✔

h e m oglobin A1c test, retinal eye
examination, and foot ex a m i n a t i o n
Hospital admissions for lower ex t r e m i t y
amputations in patients with diabetes N H D S ✔

D i a lysis patients registered on the
waiting list for transplantation U S R D S ✔ ✔ ✔ ✔

H e m o d i a lysis patients with E S R D ✔ ✔ ✔ ✔

adequate dialy s i s C P M P
S m o kers receiving advice to quit
s m o k i n g M E P S ✔ ✔ ✔

Obese adults who were give n
advice about exe r c i s e M E P S ✔ ✔ ✔

Hospital care for heart attack patients Q I O ✔ ✔ ✔ ✔

Hospital care for acute heart failure 
p a t i e n t s Q I O ✔ ✔ ✔ ✔

Deaths per 1,000 adult admissions
with acute myocardial infa r c t i o n H C U P ✔ ✔ ✔ ✔

N ew AIDS cases among persons ages 13 CDC A I D S
and ove r S u rveillance ✔ ✔ ✔ ✔

P r egnant women receiving prenatal 
care in first trimester N V S S - N ✔ ✔ ✔ ✔

I n fant mortality per 1,000 live birt h s ,
b i rt h weight <1,500 gr a m s N V S S - N ✔ ✔ ✔ ✔

Children 19-35 months who received 
all recommended va c c i n a t i o n s N I S ✔ ✔ ✔ ✔ ✔

Adolescents (13-15) who received 3 
or more doses of hepatitis B va c c i n e N H I S ✔ ✔ ✔

Admissions for pediatric gastroenteritis 
per 100,000 population age less than HCUP ✔ ✔ ✔ ✔

18 ye a r s

✔ Indicates that reliable data on measure are ava i l a ble for this group and included in summary across measures of quality
and access for this gr o u p .
Key : API=Asian or Pa c i fic Islander; AI/AN=American Indian or Alaska Native; Po o r = i n d ividuals with household incomes
<100% of Federal pove rty thresholds.
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C o re Measures, Data Sources, and Availability for Select Groups ( c o n t i n u e d )

M e a s u re Data sourc e Black       Hispanic Asian or A P I A I / A N Po o r
Children age 2-17 who received advice 
about healthy eating from a doctor or M E P S ✔ ✔ ✔ ✔

other health prov i d e r
Children age 3-6 whose vision was 
c h e c ked by a doctor or other health prov i d e r M E P S ✔ ✔ ✔

Deaths due to suicide per 100,000 persons  N V S S - N ✔ ✔ ✔ ✔

Adults with past year major depressive 
episode who received treatment N S D U H ✔ ✔ ✔

for depression 
Persons age 12 and over who needed 
treatment for any illicit drug use and N S D U H ✔ ✔ ✔ ✔

who received such treatment at a 
specialty fa c i l i t y
Persons receiving substance abuse 
treatment who completed the T E D S ✔ ✔

treatment course
People 65 and over who ever received 
pneumococcal va c c i n a t i o n N H I S ✔ ✔ ✔ ✔ ✔

Hospital care for pneumonia patients Q I O ✔ ✔ ✔ ✔

Antibiotics prescribed at visits with 
a diagnosis of common cold per NA M C S -
10,000 population N H A M C S ✔

Admissions for pediatric asthma per 
100,000 population age less than 18 ye a r s H C U P ✔ ✔ ✔ ✔

Tuberculosis (TB) patients who complete 
a curative course of treatment within 12 CDC T B
months of initiation of treatment S u rve i l l a n c e ✔ ✔ ✔ ✔

L o n g - s t ay nursing home residents who 
were phy s i c a l ly restrained M D S ✔ ✔ ✔ ✔

High-risk long-stay nursing home 
residents who have pressure sores M D S ✔ ✔ ✔ ✔

S h o rt - s t ay nursing home residents 
who have pressure sores M D S ✔ ✔ ✔ ✔

Home health care patients who 
get better at walking or moving around OA S I S ✔ ✔ ✔ ✔

Home health care patients who had 
to be admitted to the hospital OA S I S ✔ ✔ ✔ ✔

✔ Indicates that reliable data on measure are ava i l a ble for this group and included in summary across measures of quality
and access for this gr o u p .
Key : API=Asian or Pa c i fic Islander; AI/AN=American Indian or Alaska Native; Po o r = i n d ividuals with household incomes
<100% of Federal pove rty thresholds.
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C o re Measures, Data Sources, and Availability for Select Groups ( c o n t i n u e d )

M e a s u re Data sourc e B l a c k H i s p a n i c Asian or A P I A I / A N Po o r
S u rgical patients with postoperative 
pneumonia, urinary tract infection, M P S M S ✔

and/or venous thromboembolic eve n t
S u rgical patients with appropriate 
timing of prophylactic antibiotics Q I O ✔ ✔ ✔ ✔

Patients receiving central venous 
catheters with bloodstream infection M P S M S ✔

and/or mechanical adverse eve n t
Deaths per 1,000 discharges among 
patients with select complications of care H C U P ✔ ✔ ✔

E l d e r ly with at least one prescription 
for a potentially inappropriate medication M E P S ✔ ✔ ✔

Adults who can sometimes or never get 
care for illness or injury as soon as wa n t e d M E P S ✔ ✔ ✔ ✔

E m e rg e n cy department visits in which 
patient left before being seen N H A M C S ✔

Adults whose health providers sometimes 
or never listen carefully, explain things, M E P S ✔ ✔ ✔ ✔ ✔

s h ow respect, and spend enough time 
with them
Children whose health providers 
sometimes or never listen carefully, M E P S ✔ ✔ ✔ ✔

explain things, show respect, and spend 
enough time with them
A c c e s s
People under 65 with health insurance N H I S ✔ ✔ ✔ ✔ ✔

People uninsured all year M E P S ✔ ✔ ✔ ✔ ✔

People who have a specific source 
of ongoing care N H I S ✔ ✔ ✔ ✔ ✔

People who have a usual primary 
care prov i d e r M E P S ✔ ✔ ✔ ✔ ✔

Families that experience difficulties 
or delays in obtaining health care or 
do not receive needed care M E P S ✔ ✔ ✔ ✔ ✔

Families that experience difficulties 
or delays in obtaining health care due 
to financial or insurance reasons M E P S ✔ ✔ ✔

✔ Indicates that reliable data on measure are ava i l a ble for this group and included in summary across measures of quality
and access for this gr o u p .
Key : API=Asian or Pa c i fic Islander; AI/AN=American Indian or Alaska Native; Po o r = i n d ividuals with household incomes
<100% of Federal pove rty thresholds.
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Key to Data Sourc e s :

ESRD CPMP = End Stage Renal Disease Clinical Performance Measures Pro j e c t

HCUP = Healthcare Cost and Utilization Project 

MDS = Minimum Data Set

MEPS = Medical Expenditure Panel Survey

MPSMS = Medicare Patient Safety Monitoring System

NAMCS = National Ambulatory Medical Care Survey

NHAMCS = National Hospital Ambulatory Medical Care Survey

NHDS = National Hospital Discharge Survey

NHIS = National Health Interview Survey

NIS = National Immunization Survey

NSDUH = National Survey on Drug Use and Health

NVSS-M = National Vital Statistics System, Mortality

NVSS-N = National Vital Statistics System, Natality

OASIS = Outcome and Assessment Information Set

QIO = Quality Improvement Organization Pro g r a m

SEER = Surveillance, Epidemiology, and End Results Pro g r a m

TEDS = Treatment Episode Data Set

USRDS = United States Renal Data System
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